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Editorials 


NEW YEAR GREETINGS 

New Year greetings to be sincere must be a 

call to arms based on lessons from 1931 havoc. 
TO ALL, AN AWAKENED NEW YEAR 

The annual wish for A Happy New Year 
seems farcical in the face of the consequences of 
the havoc in the wake of the twelve months just 
ended. Economic upset wages the world around. 
True the nations so far are alive, albeit many by 
the very skin of their teeth. So much can not 
be said for individuals. Material safeguards 
planned painstakingly against old age and for 
protection of ultimately surviving dependents 
have been destroyed, in literally hundreds of 
thousands of cases, with all the dire devastation 
of invading vandals. Probably there have been 
fewer physicians’ bills paid than for any cor- 
responding period in the history of civilization. 
Veiled panic prevails and the most comforting 
leaven in the whole mess is that the soviet re- 
public seems to be no longer able to hide from 
the world that its famous “Five Year Plan” is 
apt to go on the rocks. For the faint of heart 
and the general calamity howlers this is the one 
rift in the clouds. 

United States government bonds are the 
surest integer in a sea of fluctuating values in 
all investments, and the Postal Savings Banks 
are safe depositories. It is up to the citizenry 
of the United States to keep them in that con- 
dition. We must keep our faith in our govern- 
ment and we must keep the government func- 
tioning as a government and not as a maid of 
all work such as the political jobbers and social- 
istic grafters would make of it. Day by day the 
clamor for bureaucratic control increases by the 
bureaucrats; day by day the tax rate increases 
to keep them paid. The state of Illinois now 
adds a state income tax to the already heavy 
burden imposed by the federal government. Far 
too much of this revenue goes to keep up the 
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payrolls of political employes WHO ARE ALL 
EXEMPT FROM TAXATION. 

Now, if only the state could devise a way of 
producing incomes upon which to pay more 
taxes, many of us would heave a rare sigh of 
relief. 

What are we going to do about it? That is 
the keynote for the secret of a happy new year, 
the pivot upon which any felicity must come. It 
is high time that the medical profession paused. 
drew breath and not only by societies but BY 
INDIVIDUALS, straightened up, learned the 
true state of conditions, and LEARNED 
ENOUGH ABOUT ITSELF AND THEM- 
SELVES TO BE ABLE TO REALIZE THE 
NEED OF THE TIMES AND THE RELA- 
TIONSHIP BETWEEN THESE NEEDS 
AND THEIR OWN CAPACITIES. In so far 
as the proletariat is concerned, Russia seems in 
a way about to accomplish the essential task of 
“getting next to herself.” Colloquialized from 
the sage old advice of that pioneer physician that 
bids man “Know Thyself,” the phrase is as good 
as any yet devised for the civilization of man. 
And perhaps, rather than to wish a constituency 
a “Happy New Year” the most felicitous desire 
that might be expressed would dwell in the 
counsel of “Get next to yourself, get next, and 
do it the whole year long.” 

More succinctly than any other group of 
modern life, should the doctor, both as a mem- 
ber of the profession and as an individual real- 
ize that without knowledge, progress is danger- 
ous. 

The southern slave, given his freedom but 
lacking education is still struggling to find the 
way out. Russia met the same situation, and is 
finding her freedom a curse rather than a bless- 
ing. Aptly indeed may it be said that what 
Russia needs is more soap and fewer soap boxes ; 
just as admittedly she needs less bureaucracy 
and more freedom. For after all the Russian 
people merely exchanged one despot for a group; 
ezarist oppression for bureaucratic suppression 
and suffocation. 

Last year we preached our New Year sermon 
on the necessity for organization of the medical 
profession and for such an application of this 
orgunization to the general conduct of American 
life as would tend to use the medical profession 
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as a barrier against the oncoming sweep of com- 
munism rather than its paltry catspaw. 

Today while emphasizing the necessity for this 
active organization and as never before, a new 
element makes itself important in the picture. 

When if ever before has the question of med- 
ical economics been so drastically brought home 
to even the wealthiest of physicians. Often have 
doctors heard the opinion expressed that the ma- 
jority of doctors with wealth at their command 
have either “been born with it, married it, or 
made it through contacts outside of the profes- 
sion.” 

If a roll call might be made of those doctors 
with wealth at their command this time a year 
ago how many could today answer honestly ? 

It is not the purpose of this editorial to make 
arraignment or lay blame. Relieve the patient 
first, find the source of contagion later. That 
is good therapy. 

We have all of us seen our most gilt-edged 
securities at least tarnish, and in far too many 
cases reveal their base nature since “All is not 
gold that glitters.” There is one exception. 

And so, the Ittinois MEpIcaL JOURNAL 
wishes all its patrons, the profession and every 
other good citizen an awakened new year. 

Roused to the needs of an hour, the American 
nation has never failed to meet it. These are 
stirring times: hours for enthusiasm, not de- 
spair. Where there are wrongs to be redressed, 
and the fallen and hurt to be raised and made 
well there is always hope. Too much sunshine, 
too much shelter breeds a jungle where sprout 
and fester a million miasmas and deadly ills, 
and where the wisest of men grow enervated 
and laissez-faire. There are cold winds blow- 
ing upon us now, and for only too many the 
blasts of adversity hide all the sun. 

It is bitter to see the savings of a lifetime 
swept away, to see women and children hungry 
and cold because their natural protectors are 
caught in the mesh of unemployment that fol- 
lowed at the heels of a brief and false prosperity. 
But it is sweet to know that the ruin is but 
temporary. The state remains and it is up to us 
to keep it so; to gird on the sword and to re- 
sume the fight. For we will have to fight, both 
for the awakened new year and for the continu- 
ance of ideals and conditions of a rarity and a 
perfection and a value with which too much 

















January, 1932 


familiarity on our part has begotten a brief 
blindness in our eyes. The poorest man in the 
United States, the most oppressed and restricted 
knows more of wealth and comfort and freedom 
than the very highest in scores of other countries. 
Shall this treasure be lost because we are too 
dull to realize both what we hold and what we 
are? The most lethargic will shout a lusty 
“NO.” 

All that is needed for a happy ending to these 
days of past stress is a happy awakening and so 
again, let us not only wish for, but proceed to 
spread the gospel of an awakened New Year. 





EVERY PHYSICIAN IN ILLINOIS 
SHOULD BELONG TO THE STATE 
SOCIETY. THE LOCAL MEDICAL 

SOCIETY IS THE BULWARK OF 
THE PHYSICIAN 


Doctor, read carefully and learn what you 
receive from membership in the Illinois State 
Medical Society. 

Money spent in dues for a state or local medi- 
cal society is one of the safest, surest investments 
a physician can make. 

For the nominal dues of approximately 
$10.00 a man gets medico-legal protection and 
his fellowship in the society of his confreres as 
well as eligibility to membership in the Ameri- 
can Medical Association. 

The dues vary in the respective counties, from 
$7.00 down state to $15.00 in Cook County per 
year depending upon the local activities of the 
county society in which you reside. Illustrative 
of the benefits secured from such affiliation rate 
the following: 

1. For approximately $10.00 per year you get 
medico-legal protection; membership in your 
County and Illinois State Medical Societies and 
the ILLINOIS MEDICAL JOURNAL. Membership in 
the above makes you eligible also to fellowship 
in the American Medical Association. Affiliation 
and Association with this large representative 
body of men is of great value and importance to 
every physician, 

2. Medical Defense. Out of your annual 
dues paid, the trustees of the State Medical So- 
ciety are required to turn $1.50 over to the 
“medical defense committee” for the protection 
and defense of members of the society against 
whom suits for malpractice or damages may be 
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brought. For years the Illinois State Medical 
Society has been meeting all expenses of such 
litigation-—that is, court costs, attorney’s fees, 
costs of appeals, witness fees, the cost of record 
—no limitation being placed on this sort of ex- 
pense of an individual case. 

This means that if you become a member of 
the Illinois State Medical Society you will be 
defended in every effective manner possible 
against suits for damages for alleged malprac- 
tice, as well as attempted blackmail. This one 
feature alone is worth many times the cost of 
membership. Private defense companies are 
charging $20.00 to $75.00 per year and upwards 
for the defense and indemnity. 

Medical Legislation. Also $1.00 is set aside 
for a fund to be used by the Public Relations 
Committee for the purpose of combating vicious 
legislation. 

Members of the Illinois State Medical So- 
ciety are also eligible to membership in any or 
all of the various affiliated special medical socie- 
ties in Illinois. 

3. Membership in the Illinois State Medical 
Society. All members of any county Medjcal 
Society are ipso facto members of the Illinois 
State Medical Society and will receive all pub- 
lications of the State Society without any addi- 
tional fees, dues or subscriptions. 

Memberships in the state and local society are 
necessary before you can affiliate with the reput- 
able, professional societies of the country and 
the American Medical Association. In some 
states a year’s membership in the local society 
is required before they can secure a license by 
examination or reciprocity. 

4. The Journal of the Illinois State Medical 
Society. This Journal, owned and published 
monthly by the medical profession of Illinois, is 
sent free to each member. The official organ of 
the Illinois State Medical Society, one of the 
largest and most influential state organizations 
in the country, it is among the most comprehen- 
sive state medical journals both in point of cir- 
culation and editorial scope. It ranks highly, 
both in size and in influence with all medical 
journals. Further, in the fight against economic 
evils oppressing the medical profession, the ILLI- 
NOoIS MEDICAL JOURNAL has been not only a 
leader, but ever a pioneer. In the Journal is 
printed the proceedings of the Illinois State 
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Medical Society ; the papers presented at the Tri- 
State District Medical Society (Illinois, Iowa, 
Wisconsin, and Minnesota) and the Chicago 
Medical Society, which is the largest local medi- 
cal society in the world. The Chicago Medical 
Society meets every week, and it has fifteen 
branches, proceedings of which also are printed 
in the ILLINOIS MEDICAL JOURNAL, as well as of 
eleven affiliated societies, namely ; Gynecological, 
Pathological, Ophthalmological, Surgical, Uro- 
logical, Laryngological and Otological; Ortho- 
pedic, Pediatric, Neurological, Roentgen Ray, 
Medical Legal. On the programs of these va- 
rious societies appear from time to time a great 
many of the most eminent men of America and 
Europe. In the Journal also is published the 
papers read and the reports of all meetings of 
the respective county society meetings through- 
out the state, as well as all the news of interest 
to medical men in Illinois and throughout the 
United States. The price of the Journal for 
non-members is $3.00 per year. It is sent to all 
members of the Illinois State Medical Society, 
as one of the perquisites of membership. 

4, Reformation of Medical Conditions. Many 
reforms are being carried on which in previous 
years were impossible. A few years ago the Med- 
ical Legislation Committee of the Illinois State 
Medical Society succeeded in having passed by 
the Illinois State Legislature what is considered 
the best medical practice act in the United States. 
This Society has a representative as chairman of 
this committee in Springfield, and the commit- 
tee is working to the good advantage of medicine 
in this State. The committee is receiving finan- 
cial support from the State Medical Society as 
necessity requires. Every year different cults 
and branches of so-called medicine try to have 
special laws passed which will license them 
through examinations which do not conform to 
the medical practice act. It is only through 
large membership, financial and moral support 
that this type of legislation can be controlled. 

Abuse of medical charities, illegitimate and 
unethical methods of practice, and all the other 
evils which have embarrassed the physician and 
reduced his income can only be successfully han- 
dled by a well organized and compact profession, 
able to take a positive stand on these matters 
and to carry out its decisions. There is in view 
(unaer thorough organization), relief from 
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many of our present difficulties. There never 
will be devised a patent mechanism which will 
relieve the doctor of participations in our polit- 
ical activities. Physicians must govern them- 
selves or they will be misgoverned. 

6. Eligibility to Fellowship in the American 
Medical Association. The only way in which a 
physician can become a member of the State or 
National organization is through the local so- 
ciety of the County in which he lives. The ad- 
vantages and privileges to be gained through 
membership in this great association need not be 
enlarged upon. Fellowship in the American 
Medical Association includes The Journal of the 
American Medical Association, the greatest 
weekly medical journal published in the United 
States. 

7. Regulations of Pharmaceutical Prepara- 
tions. The American Medical Association has 
established a committee, known as the Council 
on Pharmacy and Chemistry, for the purpose of 
examining, analyzing and reporting from time to 
time, to the profession its findings on the most 
important proprietary preparations, such as the 
general practitioner is constently being impor- 
tuned to buy and prescribe for his patients. 
This movement, which is of vital importance to 
every practicing physician, deserves the support 
of all members of the profession, regardless of 
society affiliations. By becoming a member of 
your local society you will come more closely in 
touch with organized and systematic efforts for 
the uplift and benefit of the profession at large. 

8. The Completion of Medical Organization 
in Illinois. The Illinois State Medical Society, 
today, comprises three-fourths of the reputable 
members in the State. It is to the interest of 
every physician in Illinois to complete and 
strengthen this organized and concerted move- 
ment on the part of the profession for the bet- 
terment of local conditions. The suppression of 
quackery, the prevention of enactment of vicious 
legislation, and the consummation of other 
needed reforms can only be accomplished by com- 
plete and thorough organization and unanimity 
on the part of the profession of the State. In 
this work the support and cooperation of every 
reputable physician is requested. 

The welfare of your profession depends upon 
the support you give it. A well organized pro- 
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fession means greater respect and better com- 
pensation. 

The Illinois State Medical Society desires your 
support and cooperation. Go to the next meet- 
ing of your local or county society and meet the 
other physicians of your neighborhood. Ask one 
of the officers of the society for an application 
blank, fill out the blank, either send or better 
hand it to the President or Secretary together 
with the fee for membership in your county 
society and thus secure membership in the or- 
ganized profession of the state and participate 
in the benefits and privileges of medical organ- 
ization. 

Qualifications for Membership—Every regis- 
tered physician residing in any county, who is 
of good moral and professional standing and 
who does not claim to practice any exclusive 
system of medicine, shall be eligible for mem- 
bership. 





YOUR STATE AND COUNTY MEDICAL 
SOCIETY GIVE UNAPPROACHABLE 
ECONOMIC SERVICE 

Organized medicine, as vested in your county 
and state society provides the staunchest of eco- 
nomic and professional protection. 

This unapproachable economic and legislative 
service to the thousands of physicians in Illi- 
nois is so conspicuous and far-reaching and so 
apparent that the well versed physician wonders 
what in the world justification there is on the 
part of certain physicians to claim that no eco- 
nomic service is offered or given by organized 
medicine in Illinois or elsewhere. 

In the face of such false and misleading 
statements it is well to epitomize briefly some 
of the unconscious benefits that have accrued to 
the profession from the various officers and spe- 
cific committees of the respective county medical 
societies and the Illinois State Medical Society 
and that have, so to speak, continued “to toil 
upwards in the night.” 

Organized medicine, as vested in your county 
and state society, provides the staunchest of eco- 
nomic and professional protection. 

This is done at a minimum price. Organized 
medicine gives the members of its accredited 
societies, the maximum of efficient service, at a 
cost that is almost picayunish. This is quite in 
line with the ratio of skill and science versus 
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financial return with which the profession serves 
the public. And all of this is in juxtaposition 
with what the various cults and isms levy upon 
the members of their numerous organizations. 
For instance chiropractors in Illinois pay annual 
dues of $120 per capita, merely as a starter, 
Further, 
special assessments up to the sum of $500 are 
frequently the order of the day. 

As a result of foresight and hard work, the 
organized profession of the state prevented the 
enactment of the notorious Sheppard-Towner 
Bill, eight years ago, in so far as the State of 
Illinois is concerned. At its recurrence for con- 
sideration eight years ago, this bill was again 
repelled as it never reached a vote. Again six 
years ago, so influential had the organized pro- 
fession become that its sponsors held that “dis- 
cretion was the better part of valor” and after 
due deliberation, did not re-introduce their bill. 

There were only five states with sufficient 
foresight to turn down this nefarious legisla- 
tion. Illinois can take pride in being one of 
the five. The five states are Connecticut, IIli- 
nois, Kansas, Maine and Massachusetts. Again 
eight years ago, in the Illinois General Assembly, 
nearly fifty bills of a detrimental medical na- 
ture were introduced. Not one was written on 
the Statute books. Again one year ago, in the 
Illinois General Assembly, over one hundred bills 
of a detrimental medical nature were introduced. 
Not one was written on the Statute books. 

No other state in the Union can show such a 
record. It stands for pre-eminent organization 
service to membership. 

For twenty years the organized profession of 
the state has kept watch and ward over the in- 
terests of the profession. From the perfection 
of the Medical Practice Act in 1923 to the 
present day, continuous service has been given 
the physicians of the state of Illinois by their 
state and county organizations. During the 
past twenty years the fight has included the 
overthrow of some almost incredibly favorable 
laws for quacks and charlatans. No other state 
has been so successful in such prevention of vi- 
cious medical legislation. Illinois comes nearer 
than any other state in the Union, of possessing 
one standard for entrance into the practice of 
medicine. Illinois is not afflicted with special 
boards, conditions and the like, by which the 
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inept traffic in human life, nor are its ethical 
doctors humiliated by having to sit on the same 
boards with quacks, and representatives of vi- 
cious cults. 

Referring again to the Medical Practice Act 
in Illinois, it is one of the most capable pieces 
of legislation of that nature that is in existence. 
Furthermore the Supreme Court has upheld its 
validity, not once but on four separate occasions. 
This piece of legislation owes its place on the 
Statute books to the organized medical profes- 
sion of Illinois. It is a masterpiece and it is 
the work of organized medicine in the state. 

Advisability of a blanket act administered by 
one board including all branches of human 
treatment, is self-evident in view of the multi- 
plicity of laws and examining boards in many 
states. When the proposed measure was pend- 
ing, endless effort was made by drugless healers 
to liberalize the act. Through the untiring ef- 
forts of officers of the various medical societies 
of the state, the bill passed in essentially the 
same form as that in which it was offered. 

Many members of the General Assembly are 
in the real estate business. According to law 
these must pay a renewal license fee annually. 
This group sought attachment of a $5.00 re- 
newal fee on the Medical Practice Act. Vigor- 
ous opposition by organized medicine, hours of 
conference with the leaders in that session of the 
General Assembly enabled doctors to defeat the 
amendment, and save a great deal of money and 
needless red tape for the physicians. With about 
twelve thousand medical men in Illinois, de- 
feat of this amendment approximates a saving 
of $60,000 annually to these physicians, or prac- 
tically half million dollars since the passage of 
the act in 1923. 

In 1923 the Sheppard-Towner Bill was cham- 
pioned by a large lobby of women of education 
who waged an intensive campaign for the adop- 
tion of the provisions of the Federal Act by the 
State of Illinois. During the hearing on that 
bill in Congress in 1921 Illinois was the only 
state that sent a physician to Washington to 
oppose the passage of the Federal Maternity 
law. Despite the able protest of Dr. Charles E. 
Humiston, then president of the Illinois State 
Medical Society who represented us, unfortu- 
nately the bill was passed. Every state in the 
un'on accepted the act except five; viz, Illinois, 
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Maine, Massachusetts, Kansas and Connecticut. 
The protest made by Illinois at that time later 
bore results against federal subsidies of this 
sort. The Illinois State Medical Society has 
aided in defeating several hundred pernicious 
bills in the last four Illinois General Assemblies. 
Out of the twelve hundred bills introduced at 
the 1927 session, one hundred twenty-six, or 
over ten per cent, had either a direct or an in- 
direct bearing on the medical men of our state. 
In 1925, after a bill curtailing public health de- 
partments in the necessary performance of their 
work had been literally “kissed” through the 
House and Senate and the governor urged to 
sign the measure by the League of Medical Free- 
dom call went out to representatives of the IIli- 
nois State Medical Society. After a conference 
with, and upon the advice of this committee, the 
governor vetoed the bill. 

Diversion of the tremendous post-bellum lay 
interest in the practice of medicine with an in- 
sistence for participation therein that has 
verged dangerously towards state medicine and 
the practice of the profession by lay-persons, has 
been a problem of organized medicine, with the 
life saving idea of turning such interest from 
a force pernicious to the public welfare into an 
active auxiliary of the recognized medical pro- 
fession. The medium for dealing with this vital 
problem has been sought for and found in the 
educational committee of organized medicine. 
Through this committee, organized lay-bodies, 
especially of women, either club women, or those 
who had felt the urge of concerted benevolence 
as vested in war auxiliary work are being shown 
that the best contribution they can make for 
public health and infant welfare is to work 
through organized medicine rather than through 
organized laymen. This problem, including as 
it does the tremendous amount of free service 
given through the endowed clinics of private 
foundations, touches upon the similar debauch- 
ing of the province of ethical medicine through 
the federalization of over sixty per cent. of the 
hospitals of the country. Government owner- 
ship of so large a percentage of hospitalization 
facilities of the country is of a piece with the 
noose that has been slipped over the heads of the 
taxpayers and the profession by such legislation 
as the Sheppard-Towner bill, and all of which 
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has been and is being fought by organized med- 
icine. Especial study, careful appraisal and 
gradual solution, of all these problems and their 
ramifications reveal a seemingly insurmountable 
task for the medical profession of the nation. 
Combating these terrific problems with their tre- 
mendous financial backing, has been a vital labor, 
and continues to occupy the time and keenest 
mental concentration of the officers of ethical 
medical organizations of the State of Illinois. 
An enormous amount of time and an inestimable 
amount of personal and financial sacrifice on the 
part of these officers has gone into the solution 
of these problems, as far as they have been 
solved and into the protection of the rights of 
ethical physicians, and even further for those of 
the people of the state themselves. A final word 
may not be malapropos about what in future 
may prove to be the weakest link in the chain 
and one to which the education committee has 
bent much attention. The place played by or- 
ganizations of women in the furtherance of state 
medicine is serious. Many of the women who 
said that they thought the Sheppard-Towner law 
was a beneficial thing simply did not know what 
they were talking about, so it was discovered, as 
their emotions only had been appealed to, and 
investigation showed that the average club 
woman who spoke blithely about’ the excellencies 
of the Sheppard-Towner bill thought that it 
means financial maternity care for the poor. 
The education committee sponsored by the 
Illinois State Medical Society has paid especial 
attention to the education of club women and 
other associations of women along the lines of 
what organized medicine is doing. As a result, 
today there is a far better understanding be- 
tween these bodies and the organized profession 
and a spirit of cooperation on the part of these 
lay-bodies to the end that the problem of or- 
ganized medicine is to receive and adopt their 
assistance, but not to suffer their dictation. 
Where formerly organized medicine met with 
misunderstanding opposition, now organized 
medicine is receiving support and a large amount 
of cooperation from the Illinois Federation of 
Women’s Club, the Parent-Teacher Association, 
and numerous similar and affiliated organiza- 
tions. All of this has been accomplished through 
untiring endeavor from the diligent, conscien- 
tious, far-seeing, self-sacrificing executives who 
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have served as officers for many years of the state 
society and its components. 





THE ANNUAL MEETING OF THE STATE 
SOCIETY AT SPRINGFIELD. AN- 
NOUNCEMENT OF THE COM- 
MITTEE ON ARRANGEMENTS 


1932 ANNUAL MEETING COMMITTEE ON 
ARRANGEMENTS 

General Chairman, Don Deal, Springfield. 

President, Sangamon County Medical Society, 
C. A. Frazee. 

Secretary-Treasurer, Homer P. MacNamara. 

1. Reception Committee: E. E. Hagler, 
Chairman; W. P. Armstrong, Jr., Vice-Chair- 
man; Harry Ament, W. J. Armstrong, Sr., Paul 
Bain, Stuart Broadwell, R. T. Clark, John J. 
Donovan, J. R. Irwin, David G. Lockie, Henry 
F. Lutyens, S. R. Magill, C. S. Mayes and 
L. D. Wright. 

2. Entertainment Committee: A. E. Walters, 
Chairman; M. G. Owen, Vice-Chairman; A. W. 
Barker, C. C. Copeland, Franklin Maurer and 
O. F. Maxon. 

3. Information Committee: Walter Bain, 
Chairman; Henry Otten, Vice-Chairman; D. C. 
Ditmore, J. G. Meyer, David McCarthy, H. W. 
Sears and M. E. Rolens. 

4. Committee on President’s Dinner: C. 8. 
Nelson, Chairman; Jas. A. Day, Vice-Chairman ; 
John Deal, C. F. Holmberg, G. A. Hulett, George 
T. Palmer and G. B. Stericker, Sr. 

5. Publicity Committee: John J. McShane, 
Chairman; Grace S. Wightman, Vice-Chairman ; 
Lee Hagler and I. W. Metz. 

6. Committee on Meeting Places: O. L. Zelle, 
Chairman. 

Surgery: Nelson Chestnut, Chairman; H. 
Aschauer and David J. Lewis. 

Medicine: J. E. Reisch, Chairman; M. M. 
Bradley and Thos. D. Masters. 

Eye, Ear, Nose, Throat: E. T. Blair, Chair- 
man; J. A. Kerst and E. A. Morris. 

Public Health and Hygiene: Elizabeth D. 
Ball, Chairman; R. C. Cook and H. S. Houston. 

Radiology: Lawrence M. Hilt, Chairman; Geo. 
M. Harper and J. M. Shearl. 

?. Finance Committee: Homer P. Mac- 
Namara, Chairman; Berton W. Hole, Vice- 
Chairman; L. E. Orr, Paul Reinertsen and A. 
L. Stuttle. 
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8. Registration Committee: P. L. Taylor, 
Chairman; E. K. Lockwood, Vice-Chairman; 
Frank N. Evans, J. C. Jackman, B. J. Kuly, 
G. J. Mautz, H. L. Metcalf, Thos. W. Priest, N. 
Rosen, G. W. Staben, A. R. Trapp and W. W. 
Van Wormer. 

9. ‘Transportation Committee: C. W. Milli- 
gan, Chairman; R. K. Campbell, Vice-Chair- 
man; A, G. Hofferkamp, J. A. Lindquist and 
Chas. McLaughlin. 

10. Committee on Exhibits: A. C. Baxter, 
Chairman; Hermon H. Cole, Vice-Chairman ; 
Chas. F. Harmon, J. H. Hill, V. D. Stanford 
and J. C. Walters. 

11. Contract Committee: Robert Flentje, 
Chairman; O. E. Ehrhardt, Vice-Chairman; O. 
H. Deichmann, R. E. Holden, W. P. Levis, J. C. 
MeMillan and Robert E. Smith. 

12. Ladies’ Entertainment: C. P. Colby, 
Chairman, and H. T. Morrison, Vice-Chairman. 

13. Alumni Dinner Committee: H. C. Blank- 
meyer, Chairman; George G. Harvey, Vice- 
Chairman; Chas. L. Patton and G. B. Stericker. 

14. Advisory Committee: C. A. Frazee, Andy 
Hall, John R, Neal and S. E. Munson. 

15. Fraternity Committee: C. B. Stuart, 
Chairman, and D. I. Martin, Vice-Chairman. 

16. Golf Committee: Fred Cowdin, Chair- 
man and Robert I. Bullard, Vice-Chairman. 

17. American Legion Committee: R. D. 
Dugan, Chairman; H. H. Tuttle, Vice-Chair- 
man; A. G. Aschauer, E. L. Bernard, C. W. 
Compton, Gerald C. Hunt and H. H. Southwick. 

18. Show Committee: H. B. Henkel, Chair- 
man; J. A. DeFrietas, Vice-Chairman; F. B. 
Jones, W ©. Martini, C. V. MeMeen and Fred 
S. O'Hara. 

19. Colored Reception Committee: Robert 
H. Beverly. 


EXHIBITORS—TAKE NOTICE 


The 1932 Annual Meeting of the Illinois State 
Medical Society will be held at Springfield, Illi- 
nois, on May 17, 18, 19, 1932. We believe that 
the Society has more to offer to exhibitors this 
year, than at past meetings. All of the Scien- 
tific Section Meetings will be held under one 
roof, in the same building which houses the ex- 
hibits. The General Sessions will all be held 
in this same building. The building is only two 
blocks from the leading Springfield Hotels. The 





January, 1932 


exhibition hall is large, and the booths larger 
than are usually available. Uniform booths will 
be available for every exhibit. A synopsis of 
every exhibit will be given in the April and May 
numbers of the ILLINOIS MEDICAL JOURNAL, and 
also will be included in the official program for 
the meeting. 

The Society will do everything possible to help 
the exhibitors, and much publicity will be given. 
The exhibits are carefully selected and only re- 
liable commercial concerns are permitted to ex- 
hibit at the meeting. The diagrams, and com- 
plete information concerning commercial ex- 
hibits can be procured now, by addressing the 
Secretary, Dr. Harold M. Camp, Monmouth, 
Illinois. Complete information will be mailed 
promptly on receipt of a request for the same. 





DOCTORS DESIRING TO PRESENT 
PAPERS BEFORE THE 1932 MEETING 
OF THE ILLINOIS STATE 
MEDICAL SOCIETY 
TAKE NOTICE 


SECTION ON PuBLIC HEALTH AND HYGIENE 


All persons desiring to preface and read papers 
before the section on Public Health and Hygiene 
of The Illinois State Medical Society to be held 
at Springfield in 1932 should communicate with 
the chairman of the section, Doctor Arlington 
Ailes, LaSalle or Doctor Arnold Kegel, Chicago. 


SECTION ON RADIOLOGY 


Doctors wishing to present papers before the 
State Society meeting to be held at Springfield, 
May 17, 18, 19, 1932, kindly communicate with 
Dr. E, L. Jenkinson, Chairman, Chicago and Dr. 
P. B. Goodwin, Secretary, Peoria. 


SECTION ON MEDICINE 


It is desired by the officers of the Medical Sec- 
tion that any members desiring to present papers 
at the Springfield session notify both the Chair- 
man and Secretary at the earliest possible date. 
Chairman, Dr. Warren Pearce, Quincy and Sec- 
retary, Dr. W. H. Nadler, 8 South Michigan 
Avenue, Chicago. 


SECTION ON EYE, Ear, Nose aNnpD THROAT 


Any member wishing to present a paper at 
the Eye and Ear Section meeting at Springfield, 
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May 17 and 18, will please communicate immedi- 
ately with Dr. Frank Novak, Jr., Secretary, 30 
North Michigan Avenue, Chicago. 


SECTION ON SURGERY 


Those wishing to read papers before the Sur- 
gical Section will please apply to James T. Greg- 
ory, 826 East 61st Street, or Sumner M. Miller, 
of Peoria, Illinois. 





DR. PUSEY PAYS ELEGANT TRIBUTE 
TO THE DOCTOR OF THE 1870’s 
AND 80's 
Filial tribute of Dr. William Allan Pusey to 
R. B. Pusey illustrated 

brochure. 


makes interesting 

Dr. Pusey in his volume, “A Doctor of the 
1870’s and ’80’s” pays eloquent tribute to the 
labors and the talents of his father, the late Dr. 
R. B. Pusey, as well as to that able genius, the 
Further the vol- 
ume gives a piquant, accurate and instructive 
sidelight upon the development of the practice 
of medicine in the last thirty years of the past 


general medical practitioner. 


century. 

The senior Dr. Pusey was a graduate from 
what was the great pioneer medical school,— 
Jefferson Medical College, Philadelphia, though 
two of his brothers had had sheepskins previously 
at the University of Louisville. 

Space does not permit, nor would it be just 
to the sales of the volume to quote from it as 
liberally as inclination desires. Suffice it to say 
that no matter how busy a physician may be he 
will find time well spent in perusal of this 
volume. 

Simply and faithfully told it pictures the re- 
wards and the loveliness that can be a country 
doctor’s life, rooted as it has always been and 
must ever be—in individual sacrifice and per- 
sonal industry. The entire volume is reminiscent 
of those famous lines from James Russell Lowell, 

“Who gives himself with his gift, feeds three, 

Himself and the lowly beggar and—ME!” 

The book may be ordered from C. C. Thomas, 
220 Monroe St., Springfield, Ill. You will find 
your three dollars well spent. 


EDITORIALS 
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BUREAUCRACY AND OVER-CENTRAL- 
IZATION IS A FATAL MENACE 
WHERE THE PRACTICE OF MED- 
ICINE IS CONCERNED 

Promulgation of the gospel of “I-Told-You- 
So” is neither popular nor polite. Yet for over 
two decades the editor of this publication has 
been prophesying and preaching against the en- 
croachments and tax expense of bureaucracy, 
paternalism, over supervision, and too much cen- 
tralization at Washington. So-called “reforms” 
lobbied into public life by use of the medical 
profession as a catspaw, the submersion of med- 
ical economics in a sea of sociaiistic and pa- 
ternalistic lay and political legislation and inter- 
ference—and to which there seems continual 
increase rather than check—has iaid heavy on 
his heart and continuously on his tongue. But 
when you pay your taxes this year, here are a 
few confirmatory sidelights on present condi- 
tions as unearthed in Washington and printed 
in the Chicago Daily Tribune under date of Dee. 
28, 1931, and under date of Dec. 26, 1931. Both 
articles appear under the signature of the 
Tribune’s Washington correspondent, Arthur 
Sears Henning. The one of Dec. 28 says in part, 
“After half a century of intensive development. 
paternalism is so deeply entrenched in the fed- 
eral government that it will take a political 
revolution to uproot it.” Of course few suffer 
more from paternalism than medicine. 

“In the light of the 2 billion dollar national 
treasury deficit impending this fiscal year on top 
of the 900 million dollar deficit last year, one 
begins to perceive the colossal cost of federal 
paternalism, federal subsidies, and federal regu- 
lation of business, public morals, and private 
conduct. 

“For the rule of the federal bureaucracy of 
700,000 pay rollers over the public and private 
lives of the people the taxpayers are shelling out 
this year more than 4 billions of dollars. To 
meet this 4 billion dollar expense there are only 
2 billion dollars in the till. 

; PUT U. S. IN RED 

“Scrutiny of both sides of Uncle Sam’s ledger 
discloses that the 2 billion dollars in the red are 
just about what the federal government’s pater- 
nalistic, regulatory, subvention, and socialistic 
activities, in departure from the original concep- 
tion of the functions of the central government, 
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are costing the taxpayers. In order to continue 
these activities unabated the Hoover administra- 
tion and the leaders of congress are proposing 
to increase existing taxes and impose new taxes. 
Here is the situation at a glance: 


National prohibition prevents the collec- 
tion of excise taxes on liquor con- 
sumption approximating ............... $ 900,000,000 

Cost of paternalistic, regulatory and sub- 
ventional federal activities and extrava- 
gance in adminisiration................ 

Excessive cost of government ventures in 
manufacturing, transportation and other 
SURIIOUS SRIENNUED 5 655.6:s56nieenine.ss ke ea:9' 


800,000,000 


300,000,000 


DOE os hoes cas pesGaw tha esas ennaseeee $2,000,000,000 
500 MILLIONS POSSIBLE 


“The estimate of the amount of federal revenue 
that would be derived from excise taxes, which 
but for the prohibition law could be imposed on 
liquor now being consumed tax free as to manu- 
facture and sale, is that resulting from the study 
made by the Association Against the Prohibition 
Amendment. Although repeal of national pro- 
hibition would be essential to the realization of 
this amount of revenue from liquor consumption 
about 500 millions might be expected from taxes 
on beer and light wines, according to Repre- 
sentative James M. Beck [Rep. Pa.] if congress 
were to declare those beverages nonintoxicating 
and remove them from the jurisdiction of the 
Volstead act. 

“Tn addition to the cost of prohibition in the 
amount of revenue of which it deprives the fed- 
eral government, there is the approximately 65 
millions in expense of enforcement of the 18th 
amendment, the expansion of the court ma- 
chinery, the coast guard and prison accommoda- 
tions, and the increased departmental overhead 
expense. 

“One of the big items of waste is in the pay 
roll of the bureaucracy. Estimates of the num- 
ber of superfluovs employes in the various de- 
partments run all the way from 10 to 30 per 
cent. Speaking from intimate knowledge of the 
government service, Representative Beck, former 
solicitor general of the United States, says the 
number of employes who perform not more than 
one hour’s work a day is notoriously large. Many 
departments allow one month’s vacation and one 
month’s sick leave a year. Most employes take 
not only the vacation, but the entire sick leave, 
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whether ill or not, thus putting in only ten 
months a year on the job. 

“Incidentally the federal bureaucracy, while 
it may have heard tell of the depression has not 
felt it up to date. The pay of government em- 
ployes was raised during the war to meet the rise 
in the cost of living. Now that the cost of liv- 
ing has gone down nearly to the pre-war level 
government employes, who are still getting war 
time wages have more money to spend than ever 
before. What with 65,000 government pay 
rollers in the District of Columbia with money 
to spend, the erection of numerous palatial gov- 
ernment buildings costing 100 millions and con- 
struction of other works for the beautification of 
the capital which are providing business patron- 
age and employment, Washington is lapped in 
the luxury of boom times while the rest of the 
country is down to hard pan. 


ALL WANT TO EXPAND 


“In the bureaucracy the people have created 
a Frankenstein monster that now threatens to 
destroy its creator. It has become a question 
how much longer the people can endure the 
steadily increasing burden of taxation to support 
200 bureaus and boards with their ever increas- 
ing demands upon the public purse. The object 
of every bureau of the government is to expand 
its scope, add to its power and increase in its 
personnel. No bureau willingly reduces its ex- 
pense and few are required to do so. Every 
bureau is the center of a powerful political ma- 
nipulation of the executive and _ legislative 
branches in numerous ways to promote its own 
aggrandizement.” 

What have we said for twenty years? 


ACTIVITIES ARE WIDESPREAD 


“A bird’s eye view of the extension of the fed- 
eral government into the province which the 
founding fathers contemplated would be occu- 
pied exclusively by the states is furnished by the 
table of expenditures aggregating approximately 
800 millions which accompanies this article. 
Therein are displayed the multitudinous activi- 
ties, paternalistic, regulatory and subventional, 
that have been taken on the central government 
through the influence of various interests in the 
last generation or two. 

“Some of these items represent waste of public 
money in spheres of legitimate federal function. 
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But most of them fall into the categories of 
paternalistic regulation of the conduct of citi- 
zens, of social uplift, of subsidies and other aids 
to agriculture, industry and commerce, and of 
government enterprises in the realm of state 
socialism. 

TOTAL COST IS UNKNOWN 


“Just how much the federal government’s in- 
vasion of the field of private business is costing 
the taxpayers nobody knows. For more than a 
year the chamber of commerce of the United 
States has been investigating costs of operating 
government navy yards, factories of various 
kinds, railroads, ship lines, hotels, coal yards, 
retail stores and numerous other enterprises. 
The investigators have found that the difference 
between what it costs the government and what 
it would cost private enterprise in these ventures 
amounts at least to several hundred millions of 
dollars. 

“In succeeding articles in this series there will 
be described in detail all these multitudinous 
activities of the federal government in fields in 
which it has gradually invaded as the demands 
of influential groups for handouts from the na- 
tional treasury developed and the tendency to 
let Uncle Sam perform the functions of the 
states gained ground. Uncle Sam will be shown 
ministering to every conceivable interest of the 
individual from the cradle to the grave through 
an organism of government so vast as to bewilder 
the comprehension. 


NEARLY EQUALS DEFICIT 


“When I asked Representative W. R. Wood 
[Rep., Ind.], chairman of the house appropria- 
tions committee in the last congress, to what 
extent, if any, the people are being taxed to sup- 
port superfluous activities of the central govern- 
ment he ejaculated: 

“To such an extent that if they were lopped 
off the deficit would be pretty nearly wiped out. 
But just you try to get one of these superfluous 
bureaus abolished. It simply cannot be done. I 
know, for I have tried it—and failed. They are 
dug in for keeps.’ 

“The machinery of the federal government is 
now stupendous. It takes 58 pages of the Con- 
gressional Directory to list the Washington 
offices of the executive branch alone and 114 
pages to summarize their functions.” 
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Bureaucracy is always a curse, and centraliza- 
tion a lethal menace under any conditions. 
Where the practice of medicine is concerned, it 
is fatal. 

America is forced by law to do, and prohibited 
by law from doing more things than had been 
prohibited or required in autocratic Europe be- 
fore the war. 





FINANCING PHYSICIANS’, HOSPITAL 
AND DENTAL BILLS AT THE NOR- 
MAL RATE OF INTEREST 


The International Journal of Medicine and 
Surgery, November, 1931, under the caption 
“Medical Financing—An Urgent Need” has a 
very timely editorial, we quote: 


“In this period of depression, perhaps the 
most difficult economic problem facing the med- 
ical profession is the matter of being paid for 
services rendered. Even in prosperous times, 
the doctor is the last to be paid. He can wait. 

“This particular problem bears no direct rela- 
tionship to any of the other problems that con- 
front the doctor. Pay clinics, dispensaries, med- 
ical centers, open and closed hospitals, group 
practice—all of these, as the lawyers would say, 
are immaterial and irrelevant and secondary to 
the immediate problem of being paid for work 
done and services rendered. Simply stated, serv- 
ices have been engaged and rendered ; the patient 
finds himself unable to pay at once because of 
the depression. The doctor is left holding the 
bag, and he may hold it for many, many months, 
possibly years. 

“What can he do? He must live and pay for 
what he requires. He gets nothing for nothing. 
If he were a merchant, he could take his pa- 
tient’s note to his bank and have it discounted. 
The patient would have a welcome extension of 
time and the doctor would get his money less 
the usual interest charge. But the doctor is not 
a merchant. Being a professional man, he has 
no mercantile rating. He has no line of credit 
in his bank and cannot borrow except upon the 
deposit of gilt-edged collateral. The store- 
keeper on the corner can borrow because he 
carries a stock of merchandise, which means 
‘tangible assets’ to the banker. The doctor hav- 
ing merely knowledge, experience and personal 
integrity—all intangible assets, has no rating. 
Here, indeed, is a real doctor’s dilemma. 
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* “The solution of this dilemma seems on the 
way through the development and popularizing 
of methods of medical financing. By this means 
the doctor is paid without delay and the patient 
pays his indebtedness in small instalments to 
the financing concern. There is no analogy be- 
tween this idea and the high-pressure instalment 
selling of recent years. No one is urged to buy 
and buy and buy medical services and pay out 
of earnings. We are not selling radios or re- 
frigerators or automobiles. We have nothing to 
sell but our services and the need for these serv- 
ices usually falls out of a clear sky upon all 
human beings at one time or another. [Illness 
is never invited; it is forced upon us. Like 
taxes, it is inevitable. But the cost must be 
reckoned with. Fortunate, indeed, is the man 
whose means are such that he can meet the call 
when it comes to him. 

“To those who cannot meet this call, medical 
financing must be a great boon. We cannot think 
of a greater service both to the patient and his 
doctor than the development of some practical 
plan whereby payment for medical services can 
be made easier for the patient and more prompt 
and certain for the doctor. It is the most urgent 
need of the public today. We see no reason why 
the doctor should be compelled to wait months 
and even years for his compensation while he 
suffers privation as the result of this practice. 
It is of mutual advantage for the payment to be 
made less difficult for the patient and more 
quickly to the doctor. The self-respect and well- 
being of both parties is thereby enhanced beyond 
computation. 

“The particular plan to be adopted is a sub- 
ject for considerable study and thought. It must 
have proper backing and support. Any plan 
that savors of a ‘racket’ and exploits the patient 
or the doctor or both, must be denounced as a 
menace and eliminated from consideration. On 
the other hand, medical men should seek to de- 
velop and encourage a plan of financing which 
will stand up against the most careful scrutiny. 
Such a plan must have the support of conserva- 
tive banking interests and must be managed by 
men of unquestioned character and probity. If 
such a plan can be developed, it will do more 
than anything else to establish the essential cor- 
diality of economic relationship which must exist 
between patient and doctor. Both the lay public 
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and the medical profession will have cause to be 
grateful if such a plan can be developed. We 
can only express the hope that its consummation 
will not be long delayed.” 

Nore: That the scheme is feasible is shown 
by the experience of the National City Bank of 
New York. 

Three years ago the rich National City Bank 
of New York opened up a department for loans 
without collateral security to working folks who 
needed a hundred or a thousand dollars and 
needed it badly. 

After a year, however, during which the Na- 
tional City Bank loaned over $16,000,000 in 
such loans, a report was made which shows the 
borrowers met their obligations promptly. The 
experience of the bank helps support the general 
conviction that most folks are honest. Most men 
and women take pride in making their word as 
good as their bond. 

This great bank helped in one year more than 
50,000 New York families by its small loan pol- 
icy. It helped a man finance a surgical opera- 
tion for his son. It provided a waitress with 
enough money to bring her brother to this coun- 
try from Germany. It freed many wage earners 
from the toils of the loan shark. A third of the 
loans were for medical and dental service; 15 
per cent. to pay debts and other loans; 14% 
went for home equipment, and 8% for payments 
on homes; education took 5%. The repayment 
plan, calling for regular savings accounts de- 
posited from wages, was promptly followed by 
90% of the borrowers and legal actions had to 
be instituted for the recovery of less than 1% of 
the total loans. 





ALTON MEDICAL SOCIETY WILL CON- 
DUCT CLINIC IN PROGRAM FOR 
WINTER RELIEF OF UNEM- 
PLOYED AND DEPENDENTS 
Tue Rigip Rutes Ser UP Is INTENDED TO 
SAFEGUARD AID FOR DESERVING 
Tue Progect Is PHysictans’ Part IN GEN- 
ERAL RELIEF PROGRAM 


Plans for the clinic to be conducted at St. 
Joseph’s Hospital by the Alton Medical Society, 
as part of the program for winter relief of the 
unemployed and their families, have been com- 
pleted by the committee of the society to which 





mitt 
actic 
A 
regis 
lishe 
Clin 
certi 
oper: 
O1 
regis 
be ac 
gency 
WI 
be se 
use 0 


All 
throu 
betwe 
Night 
of em 
Depar 
ber of 
The 
who n 
sociate 
are fo 














January, 1932 


was assigned the task of setting up the machin- 
ery for the clinic. 

The Medical Society will conduct the clinic 
as its part of the program for relief to be carried 
out by co-ordinating agencies and organizations. 

The Alton Dental Society has voted to give 
full cooperation to the Medical Society in con- 
duct of the clinic. 

The clinic will be open on Tuesday, Thurs- 
day and Saturday of each week from 1 p. m. to 
op. mM. 

Strict rules, which will be enforced rigidly, 
have been set up to prevent abuse of the privilege 
to be extended in free medical and surgical at- 
tention. Efforts to prevent impositions have been 
made not only to prevent those unworthy of tak- 
ing advantage of relief service, but to assure that 
the benefits of the clinic will accrue to a maxi- 
mum number of deserving persons. 


RULES FOR CLINIC 


The rules for the clinic as set up by the com- 
mittee of physicians contemplates the united 
action of social service agencies. 

All cases to receive clinical attention must be 
registered at the central registry to be estab- 
lished in the offices of the Associated Charities. 
Clinical service will be limited to those cases 
certified by organizations and institutions co- 
operating in the general relief program. 

Only those who register as required, or are 
registered by one of the cooperating groups, will 
be admitted to the clinic except in case of emer- 
gency. 

When a patient ceases to be indigent, he will 
be sent back to his private physician and free 
use of the clinic will be denied. 


Home Catt REQUESTS 


All requests for home calls must be made 
through the registry at the Associated Charities, 
between the hours of 9 a. m. and 5:30 p. m. 
Night calls—which may be made only in case 
of emergency—must be made through the Police 
Department or St. Joseph’s Hospital. A mem- 
ber of the Medical Society will answer the calls. 

The clinic service will be extended to those 
who now are under the care of nurses of the As- 
sociated Charities, as well as such new cases as 
are found indigent and deserving. 


EDITORIALS 


Strict REGULATIONS 


The Medical Society, the committee an- 
nounced, is ready to launch its program of tak- 
ing medical and surgical service to those whom 
unemployment has deprived of the means of 
paying, this action being the society’s function 
as a unit in the plan of city-wide coordination of 
all groups in carrying on an adequate relief 
program during the winter. That the maximum 
of care may go to the greatest number of persons, 
the system of registration has been devised to 
make virtually impossible any person’s receiving 
the attention who is undeserving, thus taking the 
place of one whose condition, both physical and 
financial, makes clinical care a necessity. 

The clinic will be denied all persons whose 
finances are such they possess an automobile, the 
committee decided. 





A VALUABLE SURVEY OF MEDICAL 
CHARITIES BY THE MICHIGAN 
STATE MEDICAL SOCIETY 


We are much interested in a special meeting 
of the House of Delegates of the Michigan State 
Medical Society that will convene in January, 
1932. At the last annual meeting of their 
House of Delegates there was appointed a com- 
mittee on investigation and survey of medical 
service in Michigan. This committee has had 
several meetings and are now laying the ground 
for a most careful and scrutinizing survey of all 
agencies that are now endeavoring to render some 
type of health service in the form of clinics, 
foundations, hospitals and lay activities. The 
committee contemplates exposing the overlapping 
of many of these agencies, the disregard to the 
individual’s right to such free service and the 
other evils that are increasing with all these 
types of service. 

The committee proposes to make a most in- 
tensive survey of the entire state. The work is 
expected to take about a year and will entail 
the expenditure of something like $25,000.00 
or $30,000.00. Part of the money has been 
already raised. There will be no trouble to 
secure the balance. It is the belief of the Michi- 
gan State Society officials that their findings 
will be of service and value to other states and 
that possibly they will be able to start a reform 
that will spread throughout the nation. 

Of course the committee is running into oppo- 
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sition with those within the ranks as well as those 
who are in political offices or who pose as public 
benefactors. This was to be expected at the 
outset but we are confident the committee will 
not be swerved from the objective they set out 
to reach. 





VIVISECTION 

The Chicago Veterinary Medical Association, 
at the meeting of December 8, passed the fol- 
lowing resolutions to clarify their stand regard- 
ing vivisection : 

Resolved, That the Chicago Veterinary Med- 
ical Association, having been placed in a false 
light as a result of the recent controversy be- 
tween Medical Schools and the Anti-Vivisection- 
Anti-Cruelty Society, hereby goes on record as 
being in no way connected with any branch of 
any anti-vivisection society or like association. 

Further Be It Resolved, That the Chicago 
Veterinary Medical 
this sentiment to the Chicago Medical Associa- 
tion and to each of the physiological departments 
of the Medical Schools of the Chicago area and 
also the Mayor of Chicago. 

All members of our association thoroughly 
agree to the absolute necessity of animal research 
in furthering the science of medicine—and de- 
sire to bring this most forcefully to your at- 
tention. 


Association communicate 





Correspondence 


THE GENESIS OF SOCIAL INSURANCE 
Chicago, Illinois, December 15, 1931. 


To the Editor; For a number of years I 
have been convinced that Social Insurance is 
one of the most important problems confronting 
the civilized nations of the world and that Com- 
pulsory Health Insurance, a branch of Social 
Insurance, is the biggest quasi-medical question 
before the medical profession of this country 
today. 

Acting on this belief, I have prepared six 
short articles which consider the problem from 
its political and economic effects upon society 
in general. If these articles are well received 
by the editors, I intend to write six more, the 
material for which I have already collected. 
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These latter articles will consider the effects 
of such legislation upon medical practice. 
Epwarp H. Ocusner, M. D. 
The following is the first installment: 


THE GENESIS OF SOCIAL INSURANCE 


Social Insurance is the hybrid offspring of 
impracticable sentimentalism and political ex- 
pediency. It is an epidemic disease first ob- 
served in Germany about fifty years ago which 
has gradually spread and infected a considerable 
number of the nations of the earth and now has 
arrived at our very doors. Unless we succeed 
in establishing a rigorous quarantine of enlight- 
ened public opinion, it will surely gain a foot- 
hold in this country in the not distant future. 

Social Insurance consists of the following sub- 
divisions or parts: Compulsory health insur- 
ance, old age pensions, widows’ and orphans’ 
pensions, and unemployment pensions or doles. 
In none of the countries were they all adopted 
at the same time. Germany adopted compul- 
sory health insurance in 1883, and all of the 
other forms since that time. Austria .adopted 
compulsory health insurance in 1888; Hungary, 
in 1891.' England adopted old age pensions first 
and compulsory health insurance in 1911, and 
the others subsequently. In this country some 
of the states have adopted old age pensions and 
some widows’ and orphans’ pensions, but so far 
none have adopted compulsory health insurance, 
for which negative blessing let us raise our 
voices in thanksgiving. 

When the scientific physician is confronted 
with the problems presented by a new patient, 
he meets the situation in the following manner: 
he obtains a complete family and personal his- 
tory in order to ascertain if possible the causes 
which have brought about the condition; by his 
physical examination and laboratory investiga- 
tions he finds out what variations from the nor- 
mal have taken place; after all this he is in a 
position to advise and institute the proper treat- 
ment. Let us follow the same course in the 
study of this problem. 

During the late seventies a number of Ger- 
man parlor socialists conceived the idea that 
the state make itself responsible for the medical 
care of its workers. The sentiment in favor of 
compulsory health insurance grew rapidly among 
the workers, and Bismarck, although expressing 
serious doubts as to the soundness of such a 
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measure, yet feeling that something had to be 
done in order to appease the clamor of the pro- 
letariat and the alarming growth of socialism, 
adopted social insurance as a government meas- 
ure, had a bill drafted and enacted into law. 

In England, National Insurance, as it is called 
there, had a slightly different setting but sub- 
stantially the same background. In 1910, David 
Lloyd George in order to strengthen himself 
politically decided the time for such legislation 
was opportune. Not being able to speak Ger- 
man, he gathered about himself several interpre- 
ters, hied himself to Germany, and after inter- 
viewing the well paid heads of the German sys- 
tem, and after having been wined and dined 
and lionized for two weeks or so, he returned 
to England very enthusiastic about the whole 
project, had a law drafted, and later secured its 
passage. In the recent parliamentary election 
the Liberty party, of which Lloyd George has 
been the head for many years, elected just four 
members to Parliament or less than one per cent. 
of the whole number. So while Lloyd George 
may have saved his political skin by National 
Insurance in 1911, he certainly lost his hide by 
it in 1931. 

Practically every reform movement attracts to 
itself a considerable number of well meaning, 
emotionally impressionable, impractical, irre- 
sponsible, very vociferous individuals, and very 
often a group, usually the very ones who man- 
age the propaganda and who hope to gain some 
pecuniary benefit from it. Social Insurance is 
no exception to this general rule. 

Some of the common characteristics of re- 
formers is that they want a new law passed for 
every human ill, and when the law is enacted, 
they either sit back waiting for the millennium to 
arrive or they rush off looking for new evils 
to correct by new laws forgetting to see to it 
that the law just passed is being properly en- 
forced, and forgetting at all times that all laws 
must depend for their enforcement not upon 
supermen but upon men often of less than aver- 
age intelligence and integrity, upon politicians 
and their henchmen, who are quick to see how 
these usually unsound and loosely drawn laws 
can be converted to their own advantage. 

(The above is what is actually happening in 
some of the countries where such laws are in 
operation as future installments will show.) 





CORRESPONDENCE 15 


SO-CALLED FREE CLINICS ARE NOT 
FREE 


Chicago, Ill., Dee. 15, 1931. 

To The Editor: The attached article, “Free 
Clinic—A Misnomer,” I believe gives emphasis 
to the fact that the new so-called free clinics are 
not free and should not be promoted or referred 
to as free clinics. It seems this point has been 
overlooked in the fight to prevent the use of the 
medical profession to camouflage a racket. 


J. B. Ross, M. D. 
FREE CLINIC—A MISNOMER 


It has been said that the new “free” clinics 
which are so aggressively being established “are 
nothing more than a blind for the perpetration 
of an out and out racket.” 

It is a fact that a number of civic minded 
men who were attracted to the plan because of 
its seemingly benevolent aspects severed all their 
connections with the proposition when they 
learned all of its phases. 

According to reports “the promotional end is 
handled by an organization operating solely for 
profit. Their procedure is to contact women’s 
clubs and individuals and by appealing to their 
sympathies induce them to contribute for the 
establishment of After deduct- 
ing their fees the promotional organization turns 
the title of the property over to an individual or 
corporation that is to continue the operation of 
the ‘free’ clinic. 

“If the individual dies the title of the property 
passes to his estate. If the individual or cor- 
poration wishes to sell or rent the property, it 
seems there is no provision made to prevent it.” 


‘free’ clinics. 


No doubt the success of the whole promotion 
is based on the use of the term free clinic. 
Legislation should be enacted to stop misrepre- 
sentation by the use of the word free, if these 
so-called clinics are not free. The hospital or 
clinic must be maintained and necessarily a 
charge is made for urinalyses, x-rays, electro- 
cardiagraphic examinations, blood tests, medi- 
cines and dressings. Of course a volume of these 
hospitalization charges produces a profitable in- 
come and a volume of operations at a small 
charge results in more profit than a lesser num- 
ber at the regular fee. 

It is deplorable enough that donations can be 
secured from people who are gullible enough not 
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to investigate with whom the title of the prop- 
erty they are donating, is vested. Or how long 
the “free” clinic will be maintained, after it is 
once begun, if no charges are made. 
Newspapers, probably as gullible as contribu- 
tors, when something which can be featured as 
“free to the people” is offered them for publica- 
tion, are not hesitant in giving space and head- 
ings including the term “free clinic.’ One 
would think that newspapers of the present day 
would feel a greater sense of responsibility than 
to further a scheme which appears to be based 
entirely on misrepresentation. At least they 
should investigate the altruistic sincerity of such 
promotions before giving them publicity. 





IT WILL AFFECT THE PHYSICIAN 
MORE THAN ANY OTHER TRADE 
OR PROFESSION 


Evi Litty AND COMPANY 
INDIANAPOLIS, INDIANA, U. S. A. 


December 22, 1931. 
Dear Dr. Whalen: 

Your editorial “Government Dictation of 
Medical Practice Has Reached an Alarming 
State” in December number of the ILLINo!Is 
MepIcaAL JOURNAL has been read with much in- 
terest in this office. 

My personal opinion is that you are sounding 
a note of alarm that needs to be sustained. The 
extent to which the various branches of our gov- 
ernment, municipal, county, state, and national, 
are regulating private enterprises and are taking 
over work that heretofore has been done in a 
fairly satisfactory manner by individuals is 
alarming. Oftentimes it both increases the tax 
rate and reduces the tax paying ability of thou- 
sands who are taxed. 

I am glad that you are taking note of this 
tendency and if the medical profession at large 
could be made alert to these evils they could have 
a powerful influence in counteracting them. I 
cannot think of any type of professional man, 
even a lawyer, who will be more affected by this 
socialistic tendency than the physician. 

JoHN S. WRIGHT. 

Note: The editorial above mentioned seems to 
have attracted more than ordinary attention. We 
have received from economists both medical and 
lay so many complimentary messages both 
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written and verbal that we feel the effort ex- 
pended in putting the editorial in its published 
form well worth while. 





HYPOPHYSEAL-OVARIAN RELATIONSHIP 

Experiments described by John C. Burch, W. L. Wil- 
liams, J. M. Wolfe and R. S. Cunningham, Nashville, 
Tenn. (Journal A. M. A., Dec. 19, 1931), tend to show 
that endometrial hyperplasia is due to a relative excess 
of estrin. This of course can result from either an ac- 
tual excess or a relative excess. The latter seems more 
probable. The ovary and the hypophysis are closely 
associated and each affects the other. There is a defi- 
nite cyclic variation in the capacity of the anterior 
hypophysis to produce ovulation. Variations and defi- 
ciencies in the ovulation cycle might easily cause altera- 
tions in the menstrual cycle with idiopathic bleeding as 
a symptom. 





PHYLOGENY OF MENSTRUATION 


Carl G. Hartman, Baltimore (Journal A. M. A., Dec. 
19, 1931), emphasizes the fact that although the general 
biologist may concede that in its spectacular manifesta- 
tions menstruation is a “primate character,” if one 
searches for fundamental or even for the more super- 
ficial physiologic causes, and if one investigates other 
mammals and even the lower vertebrates and attempts 
to discover what they have in common with man, an- 
thropocentric ideas receive jolt after jolt. He shows 
the universality of uterine bleeding in the vertebrate 
series and offers this generalization as another example 
of the kinship of man with the whole of creation. Suffi- 
cient is said to introduce those who have not thought 
of the matter to the widespread occurrence of bleeding 
into the miillerian derivatives. The study of the con- 
trol of the bleeding has not yet begun, so far as the 
lower vertebrates is concerned. The suggestion of Hart- 
man, Firor and Geiling that a hypophyseal factor may 
be generally involved seems to be worth following up. 
The common denominator in the physiologic control of 
the various types of bleeding is likely to be the funda- 
mental principle involved. Menstruation according to 
this view begins with the Salachian fishes. 





EFFECT OF HYPOPHYSECTOMY ON OVULA- 
TION AND CORPUS LUTEUM FORMA- 
TION IN RABBIT 

Philip E. Smith and W. E. White, New York (Jour- 
nal A. M. A., Dec. 19, 1931), hypophysectomized rab- 
bits by a procedure that permits prolonged survival. 
They noted that ovulation will take place although the 
pituitary is removed after a postmating period but 
slightly over an hour in length, thus confirming the re- 
port of Fee and Parkes. In such animals the corpora 
lutea develop normally for approximately a two day 
period. Further changes are atypical. The develop- 
ment of the corpora in the absence of any postovulatory 
pituitary secretion is discussed in regard to its bearing 
on the question of the unity or the duality of the pitu- 
itary sex hormones. 
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Original Articles 


A REVIEW OF SOME OF THE ADVANCES 
IN GASTRO-INTESTINAL DISEASES.* 


JosEePH G. BeyxircH, M. D. 
EAST ST. LOUIS, ILL. 


Hening and Jergens' studied the absorption 
of alcoholic solutions of iodine compounds in 
diseased and healthy stomachs to determine 
whether there is any difference in the rate of 
absorption. This was done by means of a 10 
per cent. solution of potassium iodine in 30 per 
cent. alcohol and estimating iodine in saliva. 
They also employed 10 organic gastric disturb- 
ances who have an accompanying gastritis. 
Their conclusions were that the mucous mem- 
brane of normal stomachs allows the absorption 
in varied strengths; whereas, in the chronically 
inflamed stomach there was a much greater ab- 
sorption of the iodine solution. 

Goddard? examined patients with gastric neu- 
rosis on whom no organic disturbance could be 
found, to determine if possible causes of their 
pain. They were unable to find any one thing 
in common, yet they were able to group their 
cases under different classifications. One group 
of the ptotic type, reveals that displacement of 
the stomach does not seem to produce distress, 
but there is some evidence that hypo-secretion 
and hypomotility have something to do with 
pain. Another group are those who have a hy- 
peracidity and in whom spasm plays a part as 
proven by x-ray examination. They found at 
times, certain other cases who suffer from py- 
rosis, and low in acid, are frequently improved 
by the use of hydrochloric acid. They did not 
believe that hypermotility and hyperacidity cor- 
respond with any one type of discomfort. The 
ones suffering most are the hypersecretors. 

In the study of secretion of mucus (Simchow- 
itz’), concludes that the secretion of mucus in 
the stomach is entirely independent from the 
hydrochloric acid, and hyperacid gastric is by 
far more common than we suspect. There is an 
increase according to him of mucus in all cases 
of gastritis which is a valuable aid in diagnosis. 
He does not believe that it is an independent 
pathological entity but is present in duodenal 
and gastric ulcer as well as in cancer. 





*Read before the Section on Medicine of the Illinois State 
Medical Society, May 7, 1931 at East St. Louis. 
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Ballowitz,* in reviewing fractional removal of 
stomach contents, is of the opinion that the 
accepted figures of a total acidity of 60 to 70 
is too high. He determined this by means of 
the gastroduodenal tube, colorimeter and al- 
coholic solutions, and concluded that we cannot 
come to any pathognomonic conclusion from gas- 
tric analysis, but it has helped us to determine 
the physiology which accompanies disease and 
aids us in directing diet and therapy. 

The gastroduodenal tube has greatly advanced 
the study of physiology of the stomach and the 
changes that take place there in disease. The 
hydrochloric acid of the gastric secretion has a 
varied appreciation. It is secreted in 4% to 1 
per cent. concentration. (Carlson,®). It is im- 
portant to stomach diseases because of its ab- 
sence, and improper prolongation of its action 
and less because of the level of its titration, al- 
though this may tell us the condition of the 
function of the stomach. It is usually present 
in duodenal ulcer but it is sometimes found in 
cancer of the pyloric end of the stomach. An 
increase of acid does not mean that there is a 
gastric ulcer as we formerly thought it did. The 
idea that low acid with an ulcer of the stomach 
was an indication of syphilis or tuberculosis 
does not hold good any more. We do not be- 
lieve that the increased acid secretion is the 
result of an ulcer irritation. It is now known 
too that the stomach with a healed ulcer has 
more acid than when the ulcer was active. 

Pavlov® demonstrated some years ago the appe- 
tite gastric juice, and gastric secretion may be 
provoked by certain stimuli much in the same 
manner as in the salivary secretion. This gas- 
tric reflex is of great importance in the therapy 
of stomach conditions. An intestinal phase of 
gastric secretion has also been demonstrated by 
Ivy. In his investigation of peristalsis, Sussen- 
bach’ is of the opinion that in gastric ulcers 
the wave is slower and irregular, and very often 
there occurred changes between rest in active 
peristalsis. He noticed the peristaltic wave was 
present in cramps. He found that each indi- 
vidual has his own peculiar series of waves but 
they differ between the rest periods, varying 
from 12 to 30 seconds. 

Poeschel® found that emptying time of the 
stomach varies a great deal in the elderly, but is 
generally hastened. He confirms a previous 
theory that the absence of hydrochloric acid in 
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old people has no bearing on the diagnosis of 
stomach cancer. He found also as we advance 
in age there is a tendency toward anacidity. In 
the giving of ephedrine it is found that the 
emptying time of the stomach is checked, due 
to a lessening of the motility, and in some cases 
of high acidity it was reduced. These experi- 
ments were performed by Trachtenberg.® He 
also learned that the concentration of neutral 
chloride is increased by ephedrine. He recom- 
mends its use in hypermotility and hyperacidity 
when it is accompanied by spasm, and thinks 
there is a definite use in conditions which show 
secretory and motil disturbances especially when 
atropine fails. 

In the study whether tissue in gastric and 
duodenal ulcer are more acid or less alkaline 
than in normal individuals Wittenstein and 
Glaessner’”® studied 10 patients in whom ulcer 
had been found. They were kept on the ulcer 
diet and given every two hours, two grams of 
mixture of calcium carbonate and calcium mag- 
nesia. In examining the urine to reach a point 
of permanent alkalinity it was found that the 
ulcer cases averaged between 3 and 11 days, 
and in the non-ulcer cases from 3 to 10 days. 
They did not believe the prolonged alkaliniza- 
tion of the urine is characteristic. While the 
lessened alkalinity of the blood and tissues is 
probably the reason for this prolonged effort to 
reach alkalinity of the urine, it does not seem 
to be the cause of ulcer. 

Formerly it was thought that the emptying 
of the stomach took place by chemical stimula- 
tion of the pyloric sphincter; the pylorus is not 
controlled by hydrochloric acid, but it is a part 
of the peristalsis of the stomach, and relaxes be- 
fore another approaching wave. Luckhardt," 
Wheelon,’? Cole,’* and Thomas. The peristal- 
sis is chiefly myogenic in origin’and co-ordinated 
by intrinsic nerves. The tone of the pylorus is 
closed when the pressure of either side is insuf- 
ficient to overcome it. (Klein"*.) 

The fluid condition of the gastric chyme favors 
the pyloric opening and is inhibited especially 
by solid material. Pylorospasm may be caused 
by any irritation in the peritoneal cavity. (Hugh- 
son*®.) One of the common causes is the ap- 
pendix reflex and the peristalsis in a large ex- 
tert is myogenic in origin. This movement 
may be started according to the point that is 
most sensitive or most active. In the fasting 
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state, except for gas, the stomach is closed. The 
tone of the musculature creates a potential 
lumen of minimum capacity. It expands first 
by the weight of food and later by accommoda- 
tion of its nervous mechanism, and is very sensi- 
tive to emotional states. (Alvarez’*.) 

Experimental ulcer has been produced with 
generally uniform success. (Fremont-Smith"’. 
Ivy**.) In diagnosis, confusion arises to the 
failure to differentiate between acute ulcer and 
chronic ulcer. We know that the acute ulcer 
produces no symptoms unless it is hemorrhage 
or perforation. (Hurst.) In man the chronic 
ulcer occurs only when there is disturbance of 
the gastric motility, together with some change 
in the gastric chemistry. (Martin-Mann’*.) 
McCann thinks that there exists a direct pro- 
portion to the formation of an ulcer, as there is 
a lack of alkali beyond the pylorus. Fischel 
thinks an ulcer will form only when the stomach 
juices have an opportunity to destroy tissue. 
The pain is not due directly to the acidity, but 
due to continued contraction of the duodenal 
bulb. Whether an ulcer is due to the local dis- 
ease or the result of some general disease is still 
a much debated question. 

The one single factor that is constantly as- 
sociated with ulcer is pylorospasm. Hyper- 
acidity increases peristalsis, and an increase in 
the accumulation of gastric secretions are more 
or less dependent upon pylorospasms. 

The question whether the treatment is surg- 
ical or medical is still unsettled but the tend- 
ency now is to treat it as a medical disease, and 
surgery is only indicated when the recognized 
complications develop or when an uncomplicated 
ulcer resists treatment. 

The ambulatory treatment now is well estab- 
lished in the treatment of chronic ulcer. One 
that is acute or complicated requires rest in bed. 
Our general habits on living require general 
revision and disciplining. 

In the treatment, food, of course, is of great 
importance but must be more than a formal 
regime of diet or any other temporary method 
of treatment. Tobacco, we know, has an influ- 
ence on the pylorus and also increases the gas- 
tric secretion. 

Alkalies certainly have their use in the treat- 
ment of gastric disturbances. Some authorities 
disagree with the neutralization theory. In the 
restoration of the normal gastric motility and 
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control of the gastric acidity, alkalies seem to 
play some part. Olch and Elman demonstrated 
that the neutralization of gastric juices after 
gastro-enterostomies is most important. 

Fougelson”, worked on Heidenhein’s theory 
that the mucus is alkaline, and it was Pavlov 
who suggested its use in the neutralization of 
the stomach juices. They prepared mucin from 
the hog’s stomach and gave it to the patients 
with their meals, incorporating it with ice cream 
or other frozen foods. He worked on the theory 
that it would neutralize or combine with the 
acid, and depress the gastric secretion without 
disturbing the stomach. He quotes Whitlow that 
gastric mucus delays and inhibits the diffusion 
of hydrochloric acid. He thinks from his ob- 
servations that mucin has a high combining 
power. His observations of 12 patients with 
classic histories and x-ray findings show com- 
plete relief of the symptoms from two to five 
months. 

Murphy Building. 
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THE CLINICAL SIGNIFICANCE OF THE 
ROENTGENOLOGICAL FINDINGS OF 
THE STOMACH AND DUODENUM.* 


Stpney A. Portis, M. D. 
' CHICAGO 


Modern gastro-enterology has become so de- 
pendent ‘upon correct roentgenological interpre- 
tation that its clinical significance is paramount. 
Our knowledge of diseases of the gastro-intes- 


*Read before Section on Medicine, Illinois State Medical 
Society, May 7, 1931, at East St. Louis. 

+From the Loyola School of Medicine of Loyola University, 
Chicago, 
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tinal tract has been gained, heretofore, very 
largely from empirical clinical histories, tran- 
sient observation at the operating table, and the 
results of pathological phenomena noted in the 
necropsy room, and in so doing, we have lost 
sight of the earlier clinical manifestations of 
diseases of the stomach and duodenum. 

It is impossible in the short time allotted to . 
me to take up every type of disease of the 
stomach and duodenum and I shall only try to 
lay emphasis on those that are of clinical im- 
port which we meet in our every-day practice. 
We owe much to the roentgenologist who has 
given us signs and findings of disease earlier 
than our previous methods of clinical investiga- 
tion. However, it must not be lost sight of that 
occasionally the roentgenologist oversteps his 
bounds and reads evidence into findings where 
no pathology exists to explain it. Errors of com- 
mission may sometimes be worse than errors of 
omission, and when there is a definite discrepancy 
between the clinical and roentgenological find- 
ings, both of them must be repeated very care- 
fully, and in the last analysis, the group of find- 
ings, either clinical or roentgenological, which 
have the most weight must be taken as the more 
conclusive diagnosis. 

The reason for the marked discrepancy be- 
tween clinical and roentgenological findings at 
times is because we have not, as yet, been able 
to group our atypical symptomatology to agree 
with the actual x-ray findings. Furthermore, it 
is to be remembered at all times that the roent- 
genray reveals facts which are subject to clinical 
interpretation and the diagnosis must always de- 
pend upon a correlation of the clinical and roent- 
genological evidence. 

In any given lesion of the stomach it may be 
difficult at times, from the roentgenological 
standpoint, to give an exact pathological diag- 
nosis. This is especially true of high-lying, 
lesser curvature gastric lesions. These occur 
more often in elderly individuals and are more 
often carcinomatous; however, exact diagnosis 
is more certain with an esophagoscope or gas- 
troscope, with excised tissue for biopsy. Since 
surgery offers little or no relief for this type 
of lesion, it is best to treat them with deep 
x-ray therapy, be they benign or malignant, in 
addition to suitable medical management. It 
may be difficult in a lesion of the pars media of 
the lesser curvature side to differentiate between 
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a malignant and a benign lesion. The age, the 
duration of symptoms, and the extent of the 
deformity are important considerations. Many 
gastro-enterologists are prone to handle large, 
penetrating ulcers conservatively to see if the so- 
called niche “fills in.” However, some of us 
have had the sad experience of having so-called 
benign ulcers “fill in,” so to speak, under ap- 
propriate medical supervision, only to have them 
develop, years later, an inoperable carcinoma at 
the same site. 

Small, penetrating lesions in young individuals 
may yield very promptly to medical manage- 
ment. However, the question of medical or 
surgical treatment of ulcer of the stomach must 
be weighed not only from the roentgenological 
evidence, but also from other clinical manifesta- 
tions. The history of repeated hemorrhages, 
back pains due to penetration, and evidence of 
reflex pyloric spasm are significant findings, and 
with supporting roentgenological evidence, makes 
the choice of therapy very narrow, as surgical 
treatment in these cases is probably the better 
thought. Hour-glass contraction of the stomach 
associated with penetrating ulcer has been more 
frequently recognized by means of the roentgen 
ray. There are no symptoms pathognomonic of 
this condition and yet what folly it is to treat 
this condition medically! 

Many a patient owes his life to the early 
recognition of a carcinoma of the stomach from 
the facts revealed by the x-ray laboratory long 
before the outstanding clinical manifestations of 
malignancy are present. This is especially true 
of a certain group of early carcinomata of the 
lesser curvature side. They produce little or no 
deformity on the fluoroscopic screen and yet, on 
film evidence, one may see a slight irregularity, 
which, we have come to believe, is suggestive of 
carcinoma, but from the clinical history, one 
would have little reason to suspect that carcinoma 
was present. If any given lesion of the stomach 
continues to ooze or show the presence of occult 
blood in the stool after a period of appropriate 
medical management for two weeks, a carcinoma 
or carcinomatous changes should be considered. 
It is to be emphasized here that there is no justi- 
fication for x-raying a patient who has had an 
acute bleeding from the stomach or duodenum 
unt.l the active hemorrhage has long since 
stopped or, under appropriate medical manage- 
ment, there is still only a slight oozing, and 
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then, and then only, may one cautiously x-ray 
the patient. 

Lesions of the greater curvature side of the 
stomach are practically always malignant and 
should be treated as such from time of recogni- 
tion. Lesions of the antrum are open to ques- 
tion. Unfortunately, this portion of the stomach 
is so often the seat of reflex spasm from gastric 
or extra-gastric lesions that very careful clinical 
interpretation of roentgenological findings must 
he made. High-lying gastric lesions frequently 
produce a reflex spasm or deformity of the an- 
trum. Duodenal ulcer, cholecystitis and appen- 
dicial disease, as well as other extra-gastric con- 
ditions, are common causes for the spasm of the 
antrum simulating lesions without any organic 
pathology there to account for it. The small 
pre-pyloric lesser curvature spasm which has 
been interpreted by many roentgenologists as 
ulcer is not ulcer, but is more often associated 
with cholecystitic disease. 

Actual lesions of the antrum and pylorus may 
be either benign or malignant. However, if they 
are at the pylorus, they are probably better han- 
dled surgically, because they do not, as a rule, 
yield to appropriate medical management. They 
form cicatrization with motor insufficiency ; they 
have a tendency to perforate or bleed; they may 
be a precursor in this region for carcinoma, and 
there is no value in handling these cases from 
the medical standpoint when they should have 
surgery from the outset. Saddle ulcers—those 
which encroach upon both the stomach and duo- 
denum—are stubborn ulcers, and it may be 
wiser to handle these lesions surgically from 
the outset because they often produce pyloric 
stenosis with retention. 

The operability or inoperability of carcinoma 
of the stomach can, within certain limits, be 
defined by roentgenological examination and 
many clinicians depend upon this information 
for their treatment in any given case. However, 
in spite of the fact that infiltration of a lesion 
occurs along the lesser curvature side as evidenced 
by roentgenological findings, with a patient in 
relatively good condition, it may be better clin- 
ical judgment to explore that individual, as 
occasionally an operable carcinoma may present 
itself which was thought inoperable. It is amaz- 
ing at times to see the amount of distortion of 
the stomach due to carcinoma with apparently 
good health on the part of the patient. 
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Benign tumors of the stomach form a sepa- 
rate chapter. Their roentgenological evidence 
may be definite at times and indefinite at other 
times. However, if a benign tumor exists enough 
to give symptomatology, then it is.a suitable 
case for surgical interference. Surgery should 
be done because occasionally some of these so- 
called “benign” tumors are malignant. The 
question of syphilis of the stomach will not be 
discussed at this time. 

Whereas one may, from the clinical data, have 
little knowledge of the extent, size or location of 
a given ulcer, since the advent of the x-ray our 
knowledge of duodenal ulcer is not only greatly 
enhanced, but its frequency in reference to gas- 
tric ulcer has been more definitely known. Many 
complex problems relating to this portion of the 
gastro-intestinal tract, have been clarified. Duo- 
denitis, which can be discerned by means of the 
x-ray, was previously unknown until explora- 
tory operations revealed that this condition ex- 
isted. The irritability of the bulb, the transient 
filling and emptying are significant roentgen- 
ological features in the diagnosis. Whether this 
condition leads to actual ulcer formation is de- 
bated by many observers. However, in many 
cases, duodenitis yields to appropriate medical 
management and surgical interference may be 
entirely unnecessary. 

The deformity of the bulb is no index as to 
the activity of the ulcer. A markedly deformed 
bulb may be present in a healed ulcer. Activity 
may only be determined through clinical evi- 
dence. The roentgenological evidence may indi- 
cate the type of treatment best suited for any 
given case. Small deforming ulcers, when not 
at the pylorus, yield, for the most part, to ade- 
quate medical management. However, those 


that are penetrating or obstructing are probably 


better handled surgically, and the same may be 
said of penetrating lesions of the second portion 
of the duodenum, especially when they are asso- 
ciated with periduodenal adhesions making 
marked deformities. 

If the roentgen ray has done nothing else, it 
has impressed upon the minds of clinicians the 
need for careful consideration before handling 
any given case medically or surgically. The 
failure of medical management may be due to 
the improper selection of cases for such man- 
agement. ‘Too many ulcers are handled med- 
ically at the outset because of lack of apprecia- 
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tion of the x-ray evidence and the same is true 
of the surgical treatment of many early ulcers. 
There are patients with typical ulcer syndrome 
extending over a period of years in whom we 
find, upon careful consideration from the x-ray 
evidence, that no ulcer exists. These patients 
are put through repeated ulcer managements, 
but it is doubtful in any given case, with symp- 
toms simulating ulcer for six months or more 
and no x-ray data to support the clinical evi- 
dence, if there ever was an ulcer in the be- 
ginning. Of course, one must admit that all 
ulcers cannot be visualized or properly filmed, 
but in the hands of a competent roentgenologist 
with increasing experience, this number becomes 
relatively small. The burden of proof in this 
group of cases with a symptom complex refera- 
tle to ulcer and not supported by roentgenolog- 
ical evidence, rests upon the clinician and not 
upon the roentgenologist. Our increasing knowl- 
edge of symptom complexes referable to the 
stomach and duodenum has made us realize that 
there are many conditions simulating ulcer 
where ulcer does not exist. 

Time does not permit a lengthy discussion 
of duodenal stasis, but its clinical significance 
is not properly appreciated. Many lesions, even 
ulcer, various anatomical conditions and anom- 
alies may produce this stasis. That it exists 
there is no question from the roentgenological 
standpoint and one may now clinically suspect 
that duodenal stasis is present because we have 
learned from the x-ray the explanation of this 
clinical phenomenon. Visceroptosis probably 
owes most of its symptoms to the associated 
duodenal stasis. Cholecystitic disease has, as 
its associated pathology, duodenal stasis and the 
same may be said of appendicial disturbance. 
Nausea, vertigo, headaches, and anorexia are 
often associated, and if the stasis is marked or 
well-developed, vomiting, with its impending 
alkalosis, may ensue. This condition is easily 
recognized fluoroscopically. 

The extent, duration, and amount can only be 
properly ascertained by this method. It is only 
with this data, along with our blood chemistry 
and urinary findings, that these cases can be 
scientifically treated. Some yield to appropriate 
medical management, while in others surgical 
interference may be necessary. The outstand- 
ing clinical fact is that these patients do not 
tolerate alkalies very well as they are in a state 
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of potential or real alkalosis, depending upon 
the extent of pathology present. 

I have tried to give the clinical significance 
of some of the roentgenological findings of the 
stomach and duodenum. These statements are 
based upon clinical as well as roentgenological 
observations and my main purpose in presenting 
these facts is in the hope that there will be a 
closer cooperation between the internist, the sur- 
geon, and the roentgenologist before deciding the 
management in any given case in order that the 
best interests of the patient may be conserved. 


DISCUSSION ON PAPERS OF DR. BEYKIRCH 
AND DR. PORTIS 


Dr. Harold Swanberg (Quincy): Doctor Beykirch’s 
paper was an interesting presentation, but I confess that 
I am not prepared to discuss it for I do not wish to 
expose my ignorance in regard to recent investigations 
in gastric physiology and chemistry. 

With Dr. Portis’ paper I feel quite at home. It 
seems to me that Doctor Portis has presented his sub- 
ject in a very complete and comprehensive manner, 
considering the short time allotted him. 

It is rejoicing to a radiologist to have an internist 
like Doctor Portis acknowledge so freely his indebted- 
ness to roentgenology in the diagnosis of gastro-intes- 
tinal disease. I can recall when I first became interested 
in radiology, over fourteen years ago, the considerable 
difficulty we experienced in convincing some physicians 
that a duodenal or gastric ulcer could actually be 
demonstrated on the rotentgenogram. This has all been 
changed. Now every physician accepts the ability of 
the rotentgenologist, in the great majority of cases, to 
show these lesions quite successfully. 

I know of no group that is more appreciative of the 
help the radiologist can give in the diagnosis of gastro- 
intestinal disease than the surgeons. If you have the 
opportunity, do not fail to read the masterful address 
of Lord Berkeley Moynihan that appeared in the 
Journal of the British Medical Association in 1925." 
This was the McKenzie-Davidson Lecture given before 
the First International Congress of Radiology in Lon- 
don. I know of no more glowing tribtue to the value 
of the roentgen rays in the diagnosis of gastric and 
duodenal disease than this oration by Mynihan. 

The more one does gastro-intestinal roentgenologic 
work, the more he is impressed with the relatively 
large number of patients with negative x-ray findings. 
By this, I mean that many patients with obscure digest- 
ive disturbances referred for x-ray examination have 
a roentgenologic normal stomach and duodenum. This 
may be due to a purely functional condition and we 
are therefore unable to diagnose the condition roent- 
genologically. Because of the relative frequency of 
these negative findings I always urge a gall-bladder 


exam/nation when the gastro-intestinal x-ray examina- 


1. Reproduced in The Radiological Review (Chicago), 3:33- 
34, Mar., 1931. 
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tion is negative. The symptomatology is so confusing 
that few gastro-intestinal cases can be considered as 
studied adequately with the x-ray unless an x-ray ex- 
amination of the gall bladder with the dye test (chole- 
cystography) is also made. 

There is much to be said concerning the value of 
various roentgenologic procedures, such as the use of 
the fluoroscope, the value of multiple films, etc., but 
time will not permit a discussion of same. 

I wish to close with this one thought, that is, the 
radiologist should be given the opportunity to recheck 
on his findings in gastro-intestinal disease, in the same 
manner as does the clinician. The clinician rechecks 
his physical findings from time to time, during the 
care of the patient, because he knows that new infor- 
mation may be found on a subsequent examination. It 
is no more than fair that the roentgenologist be given 
the same opportunity. 

Dr. Sidney A. Portis (Chicago): I should like to 
discuss Dr. Beykirch’s paper before discussing some 
additional facts of my paper. 

It is undoubtedly true that the increasing experi- 
mental evidence has shown that pylorospasm is a factor 
in the production of duodenal ulcer—so much so that 
some physiologists working on experimental ulcers have 
stated that, because of their inability to produce pyloro- 
spasm in animals, they have gone as far as they can 
in working out the etiology of ulcer. The presence of 
extra-gastric and extra-duodenal lesions with ulcer, 
with their associated pylorospasms, is clinical evidence 
to support this theoretical contention. There is increas- 
ing evidence to support the old clinical idea that one 
of the outstanding facts in the chronicity of ulcer is 
the question of free acidity. How important a role 
this plays it is difficult to evaluate at the present time. 
However, Mann’s classical experimental ulcers produc- 
ing in the unneutralized jejunum over which a con- 
stant flow of unneutralized acid is constantly pouring, 
have brought home to us, clinically, the fact that many 
clinicians have underestimated the value of acidity. 
Whether or not complete neutralization is of definite 
importance in the management of ulcer is still a de- 
batable question because we know that there are more 
ulcers in patients, which are unrecognized than rec- 
ognized, that more ulcers have healed without medical 


-management than those which have suitable medical 


or surgical therapy. And finally, necropsy evidence 
has shown us healed ulcers in patients with no clinical 
history to suspect that an ulcer existed. 

I want to thank Dr. Swanberg for his kindness in 
discussing my paper. However, I am not discussing 
the question of gall-bladder this morning. .I wish I 
could debate that question with the roentgenologists. 
Many roentgenologists are prone to tell us, and I have 
myself been guilty of this, that a gall-bladder is nega- 
tive and that no gall-bladder pathology exists, just be- 
cause we have a negative cholecystogram. Let me 
impress upon you that there is no roentgenological 
evidence at the present time to make an early diagnosis 
of gall-bladder pathology, and the clinical evidence that 
gall-bladder pathology exists is, to me, far more con- 
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vincing than the roentgenological evidence. I have 
seen it repeatedly demonstrated, even in the hands of 
the so-called “experts,” that, with negative cholecysto- 
grams, pathology does exist in the gall-bladder, and I 
want to impress that upon you especially; although it 
is not relevant to this paper, do not think that a 
gall-bladder disease does not exist just because there 
is a negative cholecystogram. 

And finally, I should like to impress upon you that 
roentgenologists should have an opportunity to review 
their roentgenological evidence again when there seems 
to be a discrepancy as to findings. Too few roentgen- 
ologists are willing to take the trouble to go to the 
operating room to see why there is a discrepancy be- 
tween the roentgenological findings and those that 
actually exist when the abdomen is opened. Many 
roentgenologists are probably busy in their own lab- 
oratories at this time and it is inconvenient for them 
to be present, but, in the last analysis, the true meas- 
ure of a roentgeologist is his zeal and his eagerness 
to see how his roentgenological diagnosis compares 
with what he finds at the operating table. No patient 
of mine, although I fluoroscope my own and see them 
clinically, is ever opened up at the operating table 
unless I am present to see the pathology, because I 
want to know how correct was my clinical interpreta- 
tion. The so-called “second-hand” information is never 
as valuable as seeing it for ones’ self. 

And, in the final analysis, the solution of the old prob- 
lem—the debate between surgeon, internist and roent- 
genologist—will only be settled through wholesome co- 
operation, wholesome exchange of views, for, after all, 
we, as physicians, are primarily interested in devising 
the best therapy to give the best end-results with the 
least possible morbidity and mortality. 

104 So. Michigan Ave. 





FACTORS IN THE REDUCTION OF 
THYROID MORTALITY* 


FREDERICK CHRISTOPHER, 8.B., M.D., F.A.C.S. 


Assistant Professor of Surgery, Northwestern University Medi- 
cal School; Attending Surgeon, Evanston Hospital 


EVANSTON, ILL. 


In order to reduce the mortality incident to 
thyroid surgery, every hospital should, from 
time to time, make a survey of its own work in 
this class of cases. For purposes of comparison, 
after making such a study, it is desirable to 
know what constitutes a creditable mortality. 
Table I is compiled as a sort of cross section of 
thyroid work. It will be noted that the surgi- 
cal mortality in 36,322 thyroid cases, including 
5,354 ligations, is but 0.8 per cent. In the 


larger, highly organized clinics the mortality is - 


in the neighborhood of 1.5 per cent, or less. 
*Read before the Evanston Hospital Staff Conference, May 
26, 1931, 
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In the smaller series of cases reported the mor- 
tality is approximately 3.0 per cent. In the 
unpublished statistics of smaller hospitals it is 
not unlikely that a considerably higher mortal- 
ity prevails. 

A study of thyroid surgery at the Evanston 
Hospital from 1920 to May, 1931 is shown in 
Table 2. This table indicates that first, gen- 
erally speaking, the occasional operator has the 
highest mortality ; second, that the mortality for 
the entire series, 4.1 per cent, is too high; and 
third, that the mortality is increasing rather 
than decreasing. 

Table 3 indicates the causes of death as- 
signed by various authors in thyroid mortality. 
It would seem that in the Evanston Hospital 
series that the group associated with dyspnea 
is large and might have been smaller had tra- 
cheotomy been resorted to more frequently. Ta- 
ble 4 suggests the incidence of various postop- 
erative complications. 

Below are listed in outline form the factors 
which seem important to bear in mind in mak- 
ing an effort to reduce the mortality in thyroid 
surgery. 

1. Early diagnosis and operation. 

2. Joint supervision of the patient by sur- 
geon and internist during the entire course 
of treatment, both preoperative and post- 
operative. (Stressed by Pemberton.) 

3. Proper preoperative management: 

a. Rest in bed until the patient’s clini- 
cal condition warrants operation. 
This may require from three to ten 
days. 

b. Observation of basal metabolism rate. 

ce. Administration of Lugol’s solution, 
gtts. 10-15 t.i.d. preoperatively. 

d. Digitalis preoperatively in selected 
cases—particularly those with auric- 
ular fibrillation. 

e. Give plenty of food. 

f. Careful selection of best time for 
operation. 

g. For delirium of thyroid crisis. 

a. Morphine. 
b. Ice packs. (Percy employs sev- 
eral hundred pounds of ice.) 

h. Phenobarbital grs. iss b.i.d. Nembu- 
tal grs. iii (at night) or intraven- 
ously, Paraldehyde intravenously. 
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i. Avoidance of mental excitement. nitrous oxide anesthesia or ethylene to be 
Restriction of visitors. preferred. 

j. Realization that the worst risks are 7%. Principles to be kept in mind during op- 
adults with marked toxic symptom eration. 
with recent large loss of weight, car- a. Duration must not be too great (one 
diac decompensation, dehydration, fatal case at Evanston Hospital took 





TABLE 1—MORTALITY IN THYROIDECTOMY AT VARIOUS CLINICS 


Total 
Author Period of No. Total Remarks 
Clinic Report Cases Deaths i 
Crile, G. W., Proc. Internat, Assemb. Crile 20,000 100 Ligations 5,854; Thyroidec- 
M. A. No. Amer. (1929) 19380 V, tomies 18,814, of which 
392, 10,125 for hyperthyroidism. 
Pemberton, J. deJ., Boston Med. & Mayo 1,954 
Surg. Ju. 186:244 (quoted by de 
Courcy). 
Pemberton, J. deJ., Ju. A. M. A. Mayo 1,928 
85:1882, 1925, 
Pemberton, J. deJ. Proc. Staff-Meet. Mayo 1,309 Mortality: Exophal goitre 
Mayo Clinic 1931 6:151 (Mar. 11). 1.17, adenoma 0.63; aden- 
oma with hyperthyroidism 
2.31 
Clute, H. M., Ju. A. M. A., 95:389, 
August 9, 1930. 
Percy, N. M., Am. Ju. Surg., 1929, (1 year) All classes. 
6:2938. 1927 
Smith, E. V., Tr. A. Resid. and ex- Jan. 10, 
Resid. Physician Mayo Clinic 1917, to 
(1928) 1929, 9:56. Sept, 
25, 1928 
Seabrook, D. B., Northwest Med. Portland (1 year) y Mort, 1910, 14%; 1924, 
1929 28:111. 1927 : 8.6%. 
King B. T. Northwest Med. 1928, 1924 to 
27 :285. 1928 
DeQuervain, F., Presse, Med. 82:69 
(quoted by deCourcy). 
deCourcy, James L., Am. Surg, 1929, Cincinnati 
89:208 
Payr, E, Zentraibl, f. Clive, 1929, 
56:834, 
Noehren, A. H., Am. Surg., 93:1045. Buffalo Thy- 
roid Clinic 
Joyce, T. M., Northwest Med. 25:428 1926 
(quoted by deCourcy). 
Heyd, C. G., Am. Surg., 91:504. Jan. 1, 
1927, to 
June 
30, 1929 
Dowd, C. N., Am. Surg., 80:391, 1924 5 8.8% 
Evanston Hospital. 1920 to 290 12 4.1% 
1931-May 
Totals 86,822 804 0.8% 
Total without Crile 16,322 204 1.2% 





and instability of the nervous sys- three hours and fifteen minutes for 
tem, in children with hyperthyroid- performance. ) 

ism, in adults having had a well 
marked hyperthyroidism for over a 
year (Clute), in adults over forty, 
and in adults weighing but about one 
hundred pounds. 


Do not hesitate te do two. stage op- 
eration in severe cases. (In 1930 at 
Mayo Clinic 2.2 per cent. of the cases 
had two stage operations.) 


Do hesitate to cut prethyroid muscles 


Examine vocal cords before operation. ; 
in cases with large glands. 


Selection of proper type of operation. 
Correct choice of anesthesia. General an- Reduce to a minimum traction on 
esthesia preferable to local. Avertin and and rolling out of the gland. 
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e. Ligate superior thyroid artery close 
to gland. 

f. Include portion of gland with inferior 

thyroid artery. 

Ieave ten to twenty yer cent. of 

gland and suture through it. (Pem- 


99 





TABLE 2—THYROIDECTOMIES AND LOBEC- 
TOMIES AT EVANSTON HOSPITAL 
1920 TO MAY, 1931 


Group 1 (Surgeons Having Any Mortality) 





Total Mort. 
Cases Deaths per cent. 

NRA, Jere aterc aimee iceeese erasenitre 170 6 3.5 
FENG fase A 8. ek ence ee 36 1 2.8 
| ee! ay RENE roe Per Soe Aa 30 1 3.3 
OR ev aae mc que eae neen 13 1 7.6 
We: Mae aiiic cee Sacsiewcuss 7 z 14.4 
CSIR ga Gaines aieteres Se ereceve 4 acele 5 1 20.0 
|: Sa a ee ee z 1 100.00 

MR Sh aliivcicc Canara ens 262 12 4.5 

Group 2 (Surgeons Having No Mortality) 

De BE iv oveccccavaietecnns 8 0 00.0 
Re ere sves ska basa are 6 0 00.0 
DR ny see Bins ease wnc 4 0 00.0 
MR roma tind enon mane ewes 2 0 00.0 
TS ORE ee ee Ferre 2 0 00.0 
We soe bo cracns Uaeieoe ees 2 0 00.0 
Wie OP oie cacwwt ccvewse ce 1 0 00.0 
DOR eo ivircaeienewcieee 1 0 00.0 
SE a idk ew acare rs xsteroaadce 1 0 00.0 
je. erent preci eerrrirs 1 0 00.0 

OMS i ds eee teneesisn teas 28 0 00.0 
Total for all Thyroidectomies 290 12 4.1 

Group 3 (By Periods) 

Nov., 1920 to 1925, inclusive, 

BM oc ccceuks ccekaee 71 1 1.4 

1926 to May 1931, all men 219 11 5.0 





berton.) Others prefer to leave less. 
h. Thin layer of isthmus over trachea 





TABLE 3—CAUSES OF DEATH 
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advised by some as a prophylactic 
measure against tracheitis. 

i. Search for parathyroids in removed 
specimen and if found graft in 
sternomastoid muscle. 

j. Meticulous hemostasis. 

k. Drainage. ; 


1. In very toxie cases leave wound - 


(deCourcy.) 


open. 
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8. Principles in postoperative mangaentent. 
a. Lugols by rectum and by mouth. 

Nal intravenously if necessary. 
b. Reopen wound and pack without 
hesitation in cases of hemorrhage 





TABLE 4—COMPLICATIONS FOLLOWING 





THYROIDECTOMY 
#8 
o- sh 
$888 2 Pe 
Reporter ht 5-5 3 P 3 = 3 a 
S395 3 88 » 2S © z 
2 OD + 1 ry 
as $ < 3 S £ Fa 3 = 
Sece f§ 2 2 88 8 88 
J8ske &§ oo Rom BS 
Evanston 3 2 2 4 290 
Hospital 
Raff, A. B, 2 2 2 2 4 170 
New York State 
J. Med., 1930, 
30:1412 
Bilateral 
Seabrook 3 4 20 2,200 
with pressure symptoms. (This was 


necessary in 0.9 per cent. of Sea- 
brook’s cases.) 

ce. Do trachectomy early in cases of 
severe dyspnea and cyanosis. Ab- 
duction paralysis of both cords will 
soon exhaust patient unless trache- 
otomy is done. Tracheotomy is also 
necessary in severe cases of tracheitis 
and in cases of tracheal collapse. 

d. Ice packs for hyperpyrexia. 

Morphine. 

f. Parathormone and calcium in cases 
of tetany. 

g. Restriction of activity as well as 
careful medical observation for a pe- 
riod of three months postoperatively. 


So 





HINDSIGHT: OR HOW TO LIVE A HUN- 
DRED YEARS.* 


Henry T. Byrorp, M. D. 
CHICAGO 


There is a saying that you cannot teach an 
old dog new tricks, so I shall direct my remarks 
to the young doctors. I shall not attempt to 
tell you anything about the science of medicine 
that you do not already know, but will call your 
attention to a few things about the practice of 
medicine that might not receive consideration 
until you were too old to derive much benefit 





*Read at the Annual Clinical Meeting of the Alumni of the 
University of Illinois Medical School, June 17, 1931. 
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from them. It has been said that our hindsight 
is better than our foresight, and I offer a dose 
of my hindsight. 

Observation has shown that vertebrate ani- 
mals, under favorable environment, live about 
five times as many years as it takes for their 
development to physical maturity. Reasoning by 
analogy it has been maintained that man, when 
living under favorable conditions, should live to 
be about a hundred, or five score years, instead 
of the traditional limit of three score and ten. 
Yet men rarely do so, and the doctor more rarely 
than other men in similar stations of life. The 
inference is that we don’t die of old age, but that 
we die prematurely of other causes. 

Statistics tell us that the prevalent causes of 
death among physicians are pneumonia, heart 
affections, nephritis, diabetes and apoplexy, most 
of them connected with high blood pressure. 
These avoidable affections cut short the career 
of many who seem headed for a vigorous and 
useful old age. Many die between the ages of 
forty and sixty, and many more between sixty 
and seventy. Statistics also tell us that lawyers, 
clergymen, teachers and bankers average longer 
lives than physicians, and that professional ath- 
letes die younger than men of sedentary habits. 
Housewives who survive their childbearing period 
are apt to outlive their husbands by many years. 
They lead more protected and methodical lives 
than their husbands who, in business life, are 
exposed to unhealthy conditions in overcrowded 
or poorly ventilated rooms or public halls as well 
as to the perils of inclement weather, on the 
streets. Business cares and responsibilities also 
have a greater disturbing effect upon their nerv- 
ous systems and vital functions, and interfere 
more with the regulation and limitation of their 
activities than do the domestic cares and respon- 
sibilities with those of the wives. 

Now let us see for comparison how the busy 
doctor is made to sin against nature. 

The popular practitioner habitually gets in- 
sufficient sleep and relaxation. He is often kept 
under prolonged strain by exactions of wealthy 
or important patients with troublesome or seri- 
ous affections. His meals are apt to be dis- 
turbed or irregular or hurried, and he is subject 
by night or day to undue exposure in bad 
weather. Likewise, the younger practitioner is 


at times similarly overworked during the preva- . 


lance of epidemics, or of seasonal diseases, or 
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the occasional bunching of obstetrical cases, etc. 
T'o tide himself over these strenuous times that 
derange his functions and exhaust his reserve 
energy, the doctor is apt to take stimulants or 
sedatives for his feelings, and to overeat to pre- 
vent, or to recuperate from, physical exhaus- 
tion, and thus to transfer the burden and the 
depression and exhaustion to the organs of di- 
gestion. And when he takes a vacation he takes 
a short one that does not restore him completely, 
or takes a strenuous golf vacation that tires 
rather than rests him. It is evident that a 
man who lives under such habitual or occasional 
strain cannot live to the age of a hundred years. 

Hence, my advice to the young doctor is to 
begin while he is young to pay attention to the 
diseases that doctors usually die of, as they 
are related to the kind of practice he expects 
to indulge in. He should study himself, and 
make use of all the modern means of diagnosis 
for the discovery of the beginnings of these 
statistically fatal diseases, or of the conditions 
that would render him susceptible to them. He 
should for that purpose have a thorough gen- 
eral examination made and recorded; and two 
or three months afterward, another one as a 
check upon the first one; and then every year 
or two, as well as after epidemics and periods 
of unusual strain upon his powers of endurance. 
In that way he will know at all times what his 
condition is, what his tendencies are, and where 
danger lurks. If he waits for signs and symp- 
toms to prompt him, he will always be a little 
too late to prevent trouble. 

Without reference to such examinations the 
busy practitioner should, at trying times and 
seasons, have the help of a nurse or partner or 
a younger doctor of the neighborhood, remem- 
bering that if he dies twenty or thirty or forty 
years earlier than his system was originally 
wound up for, nobody will give him credit for 
having killed himself in his or her behalf. 

As a clinical contribution to the subject I 
will now give a brief history of my own case: 

When thirteen years of age a row of large, 
indurated, tubercular glands appeared on the 
left side of my neck. They disappeared after 
a few years, to be followed by several smaller 
glands in the left axilla, which lingered until 
middle age. In my early manhood I had many 
mild and a few fairly severe attacks of plastic 
pleurisy in the upper left side of the thorax, 
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and wore the then popular porous plasters off 
and on for pleuritic pain for several years. 
When a student I had quite a little so-called 
dyspepsia, which was usually temporarily cured 
by pedestrian tours in the mountains. But it 
always returned, to be finally cured by dieting 
as recommended by Dr. Frank Billings when I 
consulted him for neuritis, and Dr. William A. 
Pusey when I consulted him for recurring 
eczema. My hemoglobin, which in early adult 
life had been around or above 80 per cent. stayed 
after that below 80, and went down to 70 when- 
ever I was overworked. ‘Trying and pushing 
the use of all kinds and amounts of nourishment 
did not help it any, hence I began to take notice 
of my limitations. One by one I gave up my 
strenuous athletics, such as tennis, swimming, 
horseback riding, mountain climbing and finally 
golf, and depended largely upon walking and 
Indian club exercises. I refused many oppor- 
tunities to do work outside of routine practice 
that might have added to my influence and repu- 
tation, but would have worn me out prematurely. 
Every winter since I was fifteen years old I have 
had severe attacks of bronchitis, and have be- 
come unusually susceptible to the infection of 
influenza. I had a severe attack of broncho- 
pneumonia three years ago, and a mild attack 
a year ago. After a careful examination by Dr. 
k. H. Babcock four years ago for a slight 
dyspnea that followed active exercise, I asked 
him if I had anything to fear from the condi- 
tion of my heart. He said, “No, that I was 
more likely to die of bronchitis.” The next 
winter I spent in Florida and had my severe 
attack of bronchopneumonia while there. This 
convinced me that he was right, and I again 
took notice, and as a result the bronchial signs 
and symptoms have since been steadily improv- 
ing. Now that I know where the danger lies I 
expect to be able to stave off the fatal attack 
for many years. 

Had I, who began adult life with signs and 
symptoms of serious infirmities, and with an 
incurable anemia due to exhaustive physical ex- 
ercise as well as mental strain, begun early to 
have personal examinations of all kinds made; 
and had our methods of diagnosis been devel- 
oped then as they are now; and had I not al- 
ways waited to be prompted and guided by com- 
pelling symptoms, I feel sure that I would have 
come through to my present age in better phys- 


HENRY T. 





BYFORD 27 


ical condition and with a chance to live many 
more years, although I could not have expected 
to live through the norm of five score, as many 
of you can if you will. 

Let me beg of you not to start out in life 
nursing the naughty notion of overworking and 
making a world-wide reputation in a few years 
even if it should kill you in middle age or soon 
after that. When the time comes to die your 
feeling will change. You will then wish to live 
a generation or two longer to comfortably en- 
joy the rewards of a life that had been too busy 
and strenuous to admit of anything more than 
a restless, feverish enjoyment. By living mod- 
erately and thus avoiding that bugbear, senility, 
you can have a long life of self-congratulation 
and contentment which is much preferable to 
a comparatively short life of feverish triumphs, 
and you will be able during the long life to ac- 
complish as much or more in the end. It was 
not necessary for Nicholas Senn, John B. Mur- 
phy, Charles T. Parkes, A. E. Halstead, and 
A. J. Ochsner to kill themselves so early by 
intensive work. Ochsner had plenty of physical 
exercise in his work during his later life, yet 
he would arise early to have his horseback ride 
before breakfast. He probably thought, without 
thinking it over, that he needed the extra phys- 
ical exercise to keep him strong and active and 
enable him to live longer, while he really needed 
at his age more rest before breakfast to make 
him live more slowly and thus longer. 

To conclude, I would like to express my hind- 
sight about senility, an infirmity which need 
not necessarily be the harbinger of old age. 
Philosophers, scientists, teachers and other brain 
workers who live a busy yet methodical and quiet 
life, live long lives and often retain their mental 
vigor to the end or near it. Methodical mental 
work seldom causes senility. Worry, excitement, 
loss of sleep, disappointment, discontent, brood- 
ing, grief, mental shocks, irretrievable misfor- 
tune, a want of relaxation, etc., have much 
more effect. Physical hard work continued dur- 
ing a long lifetime would bring it on earlier if 
such men kept on with their hard work as long 
and as continuously as men of sedentary habits 
so often do. General muscular activity requires 
more sleep, more food and greater endurance 
than does methodic brain work. 

If such are the facts, it is possible for the 
physician who is content with a moderation and 
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regulation of his activities according to the laws 
of Nature and the character of his own limita- 
tions, and who takes all possible precautions 
against infections, to live into his fifth score of 
years without bringing on senility sufficient to 
interfere with some usefulness to others and 
considerable enjoyment of his own life. 

I suppose this advice is quite like that you 
would give to patients but forget to give to 
yourselves, and it therefore should be given to 
you. 

LONGSIGHTS 

1. Moderation, everywhere and every time. 

2. Don’t look upon your muscular strength 
and enthusiasm for work, as proofs of continued 
good health and great endurance. 

3. Don’t let reckless rivals set the pace for 
you. 

4. Don’t ignore your limitations. 

5. Don’t commit slow suicide by overwork- 
ing, overeating and over-worrying. 

6. Eat a little more each year till you are 
thirty, after forty eat a little less each year 
till you are a hundred. 

7. It is safer in the end to be a sage rather 
than a Sampson. It is unwise to be both. 

8. Slightly undersize, slightly underweight 
and slightly under the weather, conduce to 
longevity. 

9. Few men die of starvation, but many men 
slowly eat themselves to death. 

10. We seldom die of old age, we die of dis- 
ease or other accidents. 

11. Shun the germs of pneumonia. They lie 
in wait for the busy doctor. 

12. Begin the quiet life before premature 
senility forces it upon you. 

13. Senility and arteriosclerosis at seventy, 
although prevalent, are abnormal. 





ACUTE PROSTATITIS SECONDARY TO 
EXTRA GENITAL INFECTIONS: WITH 
REPORT OF CASES 


C. Orrs Rircu, B. S., M. D., F. A. C. 8S. 


Department of Urology, University of Illinois; Urologist, Illi- 


nois Masonic Hospital 


CHICAGO 


A few years ago for one to remark that acute 
prostatitis resulted from an acute inflammation 
in some other system of the body would occasion 
some question as to the accuracy of such a pre- 
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mise. Sturgeon,’ in 1916, reported a case of 
abscess of the prostate metastatic or secondary 
to an infection of a hand. Mention has been 
made sporadically on several occasions since, but 
Von Lackmum has more or less popularized the 
hematogenous and lymphogenous origin of a 
goodly number of cases of prostatitis within the 
past two or three years. He has discussed pri- 
marily the chronic types of prostatitis. 

Halloway and Von Lackmum’ say: “Although 
gonorrhea is the initiating cause of chronic pros- 
tatitis in the majority of cases, organisms borne 
through hematogenous and lymphogenous routes 
may also be causes. It is likely that gonorrhea 
is responsible for only 75% to 80% of the cases. 
Influenza, pneumonia, typhoid fever, measles, 
septicemia, and other infectious diseases are ap- 
parently definitely responsible for a certain num- 
ber of cases.” 

Von Lackum and Major* “Believe that the 
incidence of the extension of the gonococcus to 
the prostate gland and seminal vesicles is small. 
In view of recent data, it would seem that there 
is active presisting non-specific prostatitis or 
vesiculitis of true systemic origin or a quiescent 
infection of local origin, and that in some cases 
this is activated by the invasion of the urethra 
by the gonococcus. 

“In cases in which a history of gonorrhea is 
not elicited the same strain of organism may 
frequently be isolated from the prostatic secre- 
tion as that present in infected tonsils or in peri- 
apical dental infections. Therefore, it would be 
expected that there would be a higher percentage 
of cases of dental and tonsillar infection in the 
non-gonorrheal cases than in cases in which there 
was a history of gonorrhea. This expectation is 
substantiated.” 

It is rather common knowledge at the present 
time that a prostatitis and seminal vesiculitis 
may follow chronic inflammations in other parts 
of the organism. That remote infections, as foci 
of infection, play a significant part in the eti- 
ology of non-specific prostatitis, is well known. 
In addition, these same factors, not infrequently, 
play a part in the chronicity of specific pros- 
tatitis or in a prostatitis following a specific in- 
fection. It is a fact well known to all doing 
venerology that an acute inflammation of the 
upper air passages or of the adjacent accessory 
air sinuses are prone to cause an exacerbation of 
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a chronically inflamed prostate. It is just as 
well known that a constipation or inflammation 
of the lower bowel is likely to make a prostatitis 
more intractable to treatment. 

The time was not in the far distant past when 
we made a diagnosis of prostatitis in an indi- 
vidual who gave no history of a Neisserian in- 
fection, that we did not make a mental reserva- 
tion, in the majority of cases, that the patient 
was lying; although tact induced us to hold our 
counsel on that particular score. 

Mention was made in a previous article* of 
the part played by improper sexual hygiene in 
the causation of a non-specific prostatitis. It is 
well to bear in mind that anything which causes 
a chronic congestion of this organ will eventually 
result in an inflammation. And while chronic- 
ally congested, its resistance is lower, so that it 
is then more readily inflamed by bacteria from 
the lower bowel, so close by; or form a haven 
for bacteria from distant foci, as tonsils, teeth, 
pharynx, larynx, and accessory air sinuses. The 
severity or acuteness in the prostate will be com- 
parable to that in the organ or tissue which 
served as a cause of the infection. If the original 
source be acutely inflamed, the prostate is more 
likely to be acutely affected, while the reverse is 
true if the original source is chronically in- 
flamed. 

Kretschmer, in 1920,° remarked that “Metas- 
tatic abscesses of the prostate are rare. One does 
not read very much about them in the litera- 
ture.” In a later article® stating, “it is a well 
known fact that abscess of the prostate may 
occur as a complication of some of the acute in- 
fectious diseases, such as typhoid fever, mumps, 
and influenza, they have been secondary to ap- 
pendicitis, boils, carbuncle, phlegmon, and acute 
tonsillitis.” 

During the past four years I have seen four 
cases of acute prostatitis secondary to acute in- 
flammation of other foci. It is quite likely 
that two of these cases would have been desig- 
nated as prostatic abscesses by many urologists ; 
however, I am a bit conservative in diagnosing 
abscesses of the prostate or in advising operative 
interference, generally reserving operation for 
those in whom there is threatening an appreci- 
able amount of destruction of the glandular 
tissue; or in those with acute retention of urine 
where operative interference is imperative be- 
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cause of failure of palliative measures to effect 
relief. 


Case 1. B. L. Single, aged 22, examined May 14, 
1928. 

Gave no history of venereal disease. Acute sore 
throat developed about ten days or two weeks before 
examination. Associated’ with fever of undetermined 
degree. The throat is much improved now. Five days 
ago urinary symptoms began and increased in severity 
until the past two days when they have been very 
severe, 

Examination revealed a subacute tonsillitis, an acute 
prostatitis and seminal vesiculitis. The compliment 
fixation test for gonorrhea was negative. The exam- 
ination was negative in other particulars. 

Case 2. A physician, aged 29. 

Treated by well known urologist for gonorrhea 9 
years before. Uncomplicated by prostatitis. Recov- 
ered in two weeks, dismissed in three with the assur- 
ance the prostate was not involved. 

Nearly three weeks before examination, developed 
acute sore throat with chills and fever. He has been 
treating with laryngologist for acute laryngitis. Six 
days ago developed slight urethral irritation and mu- 
coid discharge; three days later the classical symptoms 
of acute prostatitis. Examination revealed an acute 
prostatitis with probability of beginning abscess for- 
mation. 

Case 3. A Swiss exchange student to Johns Hop- 
kins University, aged 22. 

Contracted “cold” and sore throat from exposure 
while meeting his father in Lakehurst, a passenger on 
the Graf Zeppelin. Two days following the attack of 
sore throat he experienced severe pain in “rear” with 
difficulty in voiding, straining, and a small stream. 
Two days before examination was relieved of acute 
retention by catheterization. Examination revealed 
temperature of 103.2° acute prostatitis with likelihood 
of beginning abscess formation. Compliment fixation 
test for gonorrhea negative. 

Case 4. Also a physician, aged 26. 

No history of gonorrhea. Has spastic colitis with 
repeated exacerbations, the last immediately preceding 
present urinary complaint. 

Three days ago noticed a little muco-purulent dis- 
charge, with mild urethral irritation. He made smears 
repeatedly which were negative for gonococci. The 
symptoms increased in severity with suprapubic pain, 
pain in prostate and tenesmus. Examination revealed 
an acute prostato-vesiculitis with the vesiculitis pre- 
dominating. The colitis has since acted as a barometer 
for the urinary condition. When the colitis) becomes 
worse there follows an exacerbation of the prostato- 
vesiculitis. 


In the preceding cases no etiological factor, 
other than that stressed in the summary of the 
ease, could be demonstrated. These four are the 
only acute ones I have seen in which no other 


etiology could be ascribed. In case two, the 
former gonorrhea undoubtedly played no part as 
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the attack was mild and of short duration. Be- 
sides, it was declared to be uncomplicated by a 
competent urologist, and the compliment fixa- 
tion was negative at the time of the attack of 


acute prostatitis. 

Chronic inflammations of the prostate and 
seminal vesicles, secondary to extra genital in- 
fections, are much more common than the acute 


varieties. 

My experience coincides very closely to that of 
Halloway and Von Lackmum in that I find 
gonorrhea pays no etiological rule in from 20% 
to 25% of cases. 
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THE EFFECT OF VITAMIN B COMPLEX 
DEPLETION ON INFANT MORTAL- 
ITY, EXPERIMENTAL AND STA- 
TISTICAL STUDY* 


Sreqrrrep Maurer, M. D., AND 
Lon Sene Tsar, Pu. D. 


CHICAGO 


While breeding rats on controlled vitamin B 
complex diets, in order to determine the rela- 
tion between vitamin B deficiency and maze 
learning ability, we noted a high infant mor- 
tality in certain groups of rats on vitamin B 
complex deficient diets. This high mortality 
was of the first few days of life. High mortality 
of the first day, week and month of life of in- 
fants has been noted in most of the thickly popu- 
lated districts of the world. While the death 
rate of infants under one year of age may be 
subject to quite wide variation in these districts, 
the death rate for the first day and week remains 
quite constant. 

Graph 1 shows the death rate of infants less 
than one year old per 1,000 births in the state 


*From the Otto S. A. Sprague Memorial Institute and the 
Departments of Pathology and Psychology, the University of 


Chicago. 
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of Illinois. The rate for one day to one week 
is practically the same for each year during the 
period from 1922 to 1928, the reduction being 
from 29.9 to 28.8, while during the same period 
the total death rate for the state was cut from 
82 to 65, or 17 per 1,000. 

In Graph 2 we see that this means a cut in 
deaths of infants less than one year old from 
9,821 in 1925 to 8,333 in 1928; this means that 
1,488 infant lives were saved in 1928 over 1925. 

However, during this period, of the infants 
who die the first week, there has been a change 
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from 3,937 in 1925 to 3,724 in 1928 or 213 
more infant lives were saved in 1928 than in 
1925. Thus under the present conditions the 
total mortality of infants under one year has 
decreased 1,488 in the year 1928 but of this fig- 
ure the reduction in deaths of infants less than 
one week old was only 213. 

Graph 3 shows that 44% of the infants of the 
whole State of Illinois who die under one year, 
die under one week. In some counties this per- 
centage runs as high as 55% while in others it 
is as low as 25%. Of this 44%, 18.5% com- 
prises the figure for upstate (the Chicago metro- 
politan district) mortality and 25.5% the down- 
state. That is, the rural communities have, on 
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an average, a higher death rate for the first week 
of life. 

Graph 4 is made from data of the death rate, 
birth rate, premature birth rate and the quan- 
tity of vitamin-containing foods consumed by 
the laboring classes. In general, this chart 
shows that when we have the high death rate 
under one month, and also the high premature 
birth rate, the mothers are on a diet which has 
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been proved by two separate authors®* to be 
deficient in vitamins, especially vitamin B. When 
the vitamin consumption curve is high the death 
rate and the premature birth rate are low. There 
are many causes of premature births and deaths 
under one month of age, but these curves sug- 
gest that there may be causal relation between 
the vitamin-containing foods consumed by the 
mother and some of the premature births and 
early death rate of the off-spring. With this 
idea in mind we studied the diets consumed by 
the large masses of people during the winter 
months as reported by Goldberger? and con- 
cluded that their chief deficiency was in vitamin 
B. Vitamin E is a reproductive vitamin but is 
quite widely distributed and is stored by the 
system over long periods of time so that these 
diets appear to be sufficient in respect to vita- 
min E. 

Using rats as experimental animals, we ac- 
curately controlled the diet so that one group 
(18 females gave birth to 123 pups) was on a 
diet barely maintenance in vitamin B complex 
during the period of gestation while another 
group (32 females gave birth to 211 pups) was 
on a diet deficient in vitamin B complex while 
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they were nurslings, and a third group (32 
females gave birth to 283 pups) as a control 
was on a normal, well-balanced vitamin diet 
throughout the lives of both the mothers and in- 
fants. The infant mortality resulting from 
these diets, except the control group, is shown 
in Graph 5*. We see that exactly the same type 
of infant mortality curve is produced when the 
mothers are on a diet barely maintenance in vita- 
min B during the period of gestation as is shown 
for human statistics in Graph 3. At this time 
it is well to mention the types of labor experi- 
enced by the different groups of these rats, the 
labor being more altered in the females who 
were on the diet deficient in vitamin B when they 
were nurslings. The delivery of a female rat 
on a vitamin balanced diet is accomplished with 
the greatest of ease; they are very little incon- 
venienced by it, eating and playing around as 
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the delivery of the pups proceeds; however, the 
labor in the rats restricted in vitamin B in some 
incidences seems to be longer than usual; in six 
of the females who were depleted of vitamin B 
while nurslings, at the onset of labor their ab- 
domens became greatly distended and they would 
not eat or drink during this time; after several 
days of this distention, during which time blood 





*The infant mortality of the control group was 8.5%, all 
dying on the third day from starvation; the two mothers 
refused to care for their litters, 
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was discharged from the vagina, litters of dead 
pups were born. The convalescence of these 
mothers required several weeks; ordinarily, after 
a normal delivery, there is practically no period 
of convalescence. The pups which died during 
the first few hours of life and up to the first two 
days had a difficult, labored respiration; others, 
whose respiration was apparently normal, never 
attempted to nurse even though they were placed 
with mothers who tried to suckle them. In one 
case we watched the delivery and observed that 
the pups were born blue and did not begin to 
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We appreciate that it is hard to get a basis 
of comparison between the age of the rat and 
the age of the infant. The human age equiva- 
lent of an aduit rat is obtained by multiplying 
the rat’s age by 30. On this basis a rat one hour 
old is equivalent to an infant 30 hours old. If 
this criterion was adhered to the infant mor- 
tality of the rats up to 3 days would be equiva- 
lent to the infant mortality of the humans up to 
two and one-half months old. However, such a 
comparison is not permissible because the rat 
pup is born with reserve enough to live 3 days 
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breathe; with artificial respiration we were able 
to establish a normal pink color but these pups 
had a labored, gasping respiration and died after 
several hours. 

It is plainly seen that many rat pups born of 
mothers whose diet is deficient in vitamin B are 
woo weak to live. In the rat it is necessary that 
the newborn pup be born strong enough to with- 
stand several hours of starvation waiting for the 
mother’s milk, while in the human every infant 
must be born strong enough and with reserve 
enough to withstand about three days’ starvation, 
as this is the period ordinarily experienced be- 
fore the appearance of adequate quantities of 
breast milk. 
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without food while we feel confident that the 
human infant would barely withstand 6 to 9 
days without food. So at best the ratio of 
these two sorts of infants at birth is 2 or 3 to 1 
instead of 30 to 1; due to the early very rapid 
growth of the rat pup this ratio of 2 or 3 to 1 
soon approaches the 30 to 1 standard. We bhe- 
lieve that we are justified in comparing the 
death rate of the rats under 3 days of age with 
that of the human infant under 1 week. 

Table 1 shows Goldberger’s? analysis of the 
diets of working people showing the food actu- 
ally consumed. Goldberger’s work over a period 
of seven years shows that when work is plentiful 
a barely adequate vitamin diet is consumed by 
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the working people, while when it is scarce-a diet 
inadequate in vitamin B is consumed for a num- 
ber of months each winter; in fact, an inade- 
quate diet is consumed for so long a period of 
time that symptoms of vitamin B deficiency can 
be detected in the working classes by nutritional 
experts; in other words, the diet of the large 
masses of the American people during the winter 
is deficient or barely adequate in vitamin B; by 
a misfortune these are the months of higher 
birth rates and still higher infant mortality, 
whether it be under one week or one month of 
age or born prematurely. We have produced ex- 
perimentally in rats a similar infant mortality 
by restriction of vitamin B in the diets of the 
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mother during the period of gestation, approxi- 
mately equivalent to the deficiency experienced 
by many women, and it seems reasonable to con- 
clude that a normal healthy baby can only be 
born to a mother who is on an adequate diet. If 
the infant is depleted in utero it may be only 
strong enough to live part of the first day or, 
depending upon the degree of depletion, as long 
as the first week; others may live longer depend- 
ing upon the post-natal care. 

Any move to cut the mortality of the first 
week, which will no doubt influence the mor- 
tality of the first month, must be a move to bring 
bout the adequate feeding of the mother dur- 
ing the last few months of pregnancy. The 
nutritional requirement of the fetus in utero the 
first six months is but slight as the fetus at this 
time is small; the last three months is the period 
of the greatest gain in weight of the fetus, it 
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doubles its weight in the last six weeks of in- 
trauterine life. 


TABLE 1. QUANTITY OF FOOD CONSUMED 
? DAILY PER ADULT MALE 
(GOLDBERGER) 
Vitamin Vitamin 
Inadequate Adequate 


Diet Diet 
Oz. Oz. 

NGME UME ce cna siipe te cacarcuneds 2.0 11.0 
Cee teeth, GONE ooo se Shc 5 eee 
COBRO TMB soos 5 ev ccke ck escces 3 vad 
MMM or eorerciel cS oe ci oSicia os ake Soe ah eile 1.9 11.0 
EGAN MI Go ietasicnncecrcore rene 15.0 28.8 
PMNS ate doles re ndeieda swondaeenads 6 1.5 
Dicied gese and beans... 2. «5.66 ccc en 1.3 sala 
WHEE TOG cer hankcocsveacwnde 14.4 12.9 
Geter oc one oo ots he Crs 5.3 6.3 
DUPRE Guxceukes sec heeusecuesees id 11.2 
Lard and sulstitutes. ....-......... 1.4 1.2 
Seulea WOME c esiccecicwcvecccesce eee 4.4 
Other green vegetables............. «4. 16.8 
Other canned vegetables............ a wag 
IME CRONE os onccdvc codec ced cneelns 5 20.3 
err re rartere 5 acl 
Oe gS eT ee eee te ee 5 wes 
NSA GIMNNOOEE fou e oe.8.5s Sesccreswcce Hee 2.1 
Fresh sweet potatoes......--...e05 1.3 eee 
BN eee ceen cue cuucute aes 1.2 1.3 
SE vitae wo cee Merce cnc aedee 5 aed 


Depletion of the human mother of fundamental 
factors of diet is quite common; one of the first 
signs of it is seen in the deterioration of the 
teeth which occurs frequently by the middle of 
pregnancy. During the period of gestation the 
mother must be on a diet which not only con- 
tains a maintenance quantity of vitamins for 
herself but an additional quantity for the fetus. 
The fetus at birth, in order to have normal re- 
sistance to carry on its existence independent of 
the mother, must have a storage of vitamins 
some of which will carry it as long as six months. 
If this storage is not present and the child is 
markedly depleted in vitamin B complex our ex- 
perimental work on animals proves that it will 
die the first day of life or live a few days until 
its small reserve is completely exhausted. To 
cut our state’s infant mortality of 44% of all 
who die the first year, or the 3,724 out of 8,333 
total first year deaths, we must teach and enable 
the masses first to eat a diet adequate in all vita- 
mins which will maintain the best health, and 
second, provide that during the last three months 
of pregnancy the pregnant woman obtain a diet 
containing more than the maintenance quantity 
of vitamins to supply strength and storage for 
her new-born baby. 

Davidson and Gulland* (page 258) have out- 
lined the quantities of food detailed in Table 2 








34 ILLINOIS MEDICAL JOURNAL 


to be consumed for a minimum maintenance 
amount of foods containing all vitamins to pre- 
serve normal health. It is not necessary that 
just these foods be eaten, but their equivalerit 
vitamin values must be consumed daily. To 
maintain a fetus in utero one must add addi- 
tional quantities of vitamin to the mother’s diet* 
(page 260) by increasing the quantities of the 
vitamin-containing food consumed. Because of 
the loss in transfer of vitamins from the mother’s 
digestive tract to the fetus it is necessary to in- 
crease the minimum requirement of fresh fruit 
and vegetables of 13 ounces to about 26 ounces 
to accomplish this. At this time the increase 
in this type of food is welcomed by the pregnant 
woman. In case the food cannot be obtained or 
eaten in sufficient quantity vitamin concentrates 
must be consumed in equivalent quantities in 
their stead. 


TABLE 2. THE FOLLOWING MINIMUM MUST 
BE CONSUMED DAILY IN EVERY DIET 
AS A SOURCE OF VITAMIN TO MAIN- 
TAIN NORMAL HEALTH 
DAVIDSON AND GULLAND 
Standard 


6 oz. leafy vegetables 
3 oz. orange juice 

4 oz. apples 

16 oz. milk 

1 oz. butter 

whole meal bread 


CONCLUSIONS 


1. An analysis of the mortality of infants 
who die the first year, in Illinois, shows that 
44% die under one week of age. The decrease 
in infant mortality from 1925 to 1928 of infants 
under one year of age was 1,488, while there was 
a decrease in the group who die under one week 
of only 213. 

2. The infant mortality of offspring of 
mother rats receiving a diet which is only ade- 
quate for normal maintenance of a non-pregnant 
rat is high, 71% as compared with 8.5% normal 
mothers, for animals under 3 days of age, an 
age equivalent to about one week of the human 
infant. 

3. A female rat which, during the period of 
gestation or while a nursling, has received only 
sufficient vitamin B complex for maintenance 
when not pregnant, suffers a dystocia. 

4. Analysis by Goldberger of the food con- 
sumption of wage earners shows that December, 
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January, February, March, April, May and June 
are months in which the diet contains less than 
the optimum maintenance of vitamin B complex, 
and Illinois statistics show that there is a higher 
mortality of infants less than one month of age 
during these months than during August, Sep- 
tember, October and November, the four months 
of lowest infant mortality. The months of low- 
est mortality of infants under one month of age 
are the months in which the mothers have had 
two or more months of a diet containing more 
vitamin B complex than maintenance just prior 
to the birth of the child. 

5. The ordinary minimum maintenance diet, 
from a standpoint of vitamin B complex, must 
be practically doubled during pregnancy in order 
that a strong healthy off-spring be produced with 
the least damage to the mother. 

104 S. Michigan Avenue. 
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ACCOMMODATION AND ACQUIRED HY- 
PEROPIA IN DIABETES MELLITUS* 


C. W. Grtaer, M. D. ann J. H. Rotu, M. D. 
KANKAKEE, ILLINOIS 


In reviewing the literature transient hyper- 
opia and changes in accommodation seem to be 
rare complications in diabetes mellitus. Taking 
cognizance of Granstrom’s' experience the com- 
plications are either becoming more frequent or 
else the condition has not been given sufficient 
recognition in the past. Following out routine 
refractions and ocular examinations of patients 
entering the clinic, Granstrom observed six cases 
of acquired hyperopia complicating diabetes in 
a period of one year. He stated that two of 
these cases probably would not have been dis- 





*Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, May 5, 1931, East St. Louis. 
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covered except for routine examination. None 
of the cases had previously been treated for dia- 
betes and the hyperopia had appeared shortly 
after treatment had been instituted. 

In the opinion of the authors this condition 
must not be a very rare complication. We be- 
lieve that other oculists have met and recognized 
this complication, but either on account of in- 
sufficient data or reticence the cases have not 
been reported and have been lost to statistical 
data. 

As early as 1900 Norris and Oliver? considered 
that the most common ocular complications of 
diabetes were, “Paralysis and paresis of ac- 
commodation; pupillary anomalies; alterations 
in the static refraction of the eye.” WVonGraefe® 
in 1858 and Seegen* in 1875 were the first per- 
haps to call attention to the loss of accommoda- 
tion in this disease. The latter observed pupil- 
lary anomalies in three of his cases. 

Horner® in 1873 was the first to report a case 
of acquired hyperopia in diabetes and he sug- 
gested that the hyperopia was due to a shorten- 
ing of the eyeball on account of a very large loss 
of fluid from its tissues. 

A few isolated cases were reported from time 
to time until in 1911 Wescott and Ellis * in a 
careful review of the literature collected and re- 
ported in detail, cases of the following authori- 
ties, Horner, Risley, Carpenter, Callus, Lichten- 
stein, Landolt, Doyne, Jackson, Lundsgaard, 
Knapp, Zentmayer, Gould and Roberts; a total 
of seventeen cases to which they added four. 
About this time Woefflin,? Davis,* Kadinsky® 
also reported similar cases. Anderson,’® Spald- 
ing and Curtis,’! Roberts,’? Post,’* Elschnig,"* 
Duke-Elder*® in the following decade reported 
and discussed refractive changes complicating 
diabetes. 

Several authorities theorized concerning the 
refractive changes complicating diabetes. 
Woods'® observed,_—“That the condition occurs 
acutely, is always bilateral, and is transitory— 
hence the prognosis is favorable. Weakness of 
accommodation is frequent—true paralysis rare. 
Where the lens is clear and unchanged inverse 
astigmatism is frequent. The diabetes is usually 
recent.” 

Woefflin in 1911" observed that while the dia- 
betes in his case was readily cured the hyper- 
opia disappeared slowly — after the disappear- 
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ance of the sugar. He further stated that the 
anterior images of the nucleus of the lens were 
less luminous than after the disappearance of the 
hyperopia, which would seem to indicate that 
the hyperopia was due to the increased refrac- 
tion of the anterior cortex of the lens. Ka- 
dinsky® in 1911 found that his patient returned 
to his original refraction on the disappearance 
of sugar. Roberts,’? Post,’* and Spalding" 
found the same condition in their cases. How- 
ever, Roberts contention was,—“That the in- 
crease of hyperopia seen in our diabetics is not 
due to lens or vitreous changes alone, but to a 
combination of the two, caused by a lessening of 
the amount of sugar and salt in the blood and an 
alteration in the blood volume.” Roberts quotes 
a private communication from Dr. Spalding,— 
“T have tried to explain these cases by the effect 
which the loss of sugar content must have on the 
tissues of the media of the eye. It is a question 
in my mind how much the lens can change on 
account of the character of its tissue and the 
mode of its nourishment. It is hard for me to 
conceive as in the case cited how such a rapid 
change could take place if it were confined to 
the lens alone. I am more inclined to believe 
that the condition is due more to some change 
in the refractive index of the media.” Such was 
the status of the knowledge of refractive changes 
occurring in the course of diabetes until Elsch- 
nig'* made his famous report in 1923. His 
patient had previously been operated on for a 
cataract in one eye. Later he developed diabetes 
with an increase of hyperopia in the other eye, 
while the refraction remained the same in the 
aphakic eye. 

Duke-Elder*® in 1925 took cognizance of 
Elschnig’s findings and in his discussion of re- 
fractive changes contended that the phenomenon 
is due to osmotic processes involving the lens 
alone caused by a variation of the molecular con- 
centration of the blood and tissue fluid with the 
sugar content. Dykman’ gave a review of the 
literature and accepted Elschnig and Duke- 
Elder’s explanation of this condition. 

Joslin** in his last edition evidently accepts 
Duke-Elder. He says,—“With the institution of 
progressive treatment the eyesight often tempor- 
arily fails and more than once patients in the 
course of a few days have become unable to read 
or even recognize individuals. The explanation 
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of this condition is undoubtedly due to changes 
in the water of the body and the disappearance 
of sugar. These incidently involves the lens 
causing refractive changes.” 

The few reports that have appeared since that 
of Duke-Elder have in all cases accepted his con- 
tention that myopia will be more likely to occur 
with increasing sugar and hyperopia with a de- 
crease. There is no doubt that more instances 
of refractive changes will be observed in the 
future on account of the rapid and more effec- 
tive attack on diabetes and because the oculist 
will be more on the alert for such changes. 


CHANGES IN ACCOMMODATION 


Case 1. Unfortunately the exact records of this case 
have either been inadvertently destroyed or lost. How- 
ever, as the patient happened to be a brother of one 
of the authors and a physician, the circumstances are 
fairly well remembered. The patient had contracted 
malaria during the Spanish-American War and had 
recurrences over a period of years. Later he devel- 
oped diabetes with a considerable amount of sugar. 
About this time, 1912, the Allen treatment of diabetes 
was more or less popular. The patient who at that 
time was 40 years of age appeared at the office with 
the complaint that he was unable to read but that his 
distance vision was unaffected. Fearing that he had a 
toxic amblyopia due to the years of quinine ingestion 
and the newer insult of the Allen treatment he was 
given a very careful examination. He would not ac- 
cept any refraction for distance and his vision for 
distance was normal. However, it required almost a 
complete presbyopic addition to enable him to read 
comfortably. Under cycloplegia no changes could be 
found except his paresis of accommodation. As it was 
necessary for him to have a near correction to con- 
tinue his occupation, a reading correction was given 
him. In the course of a few weeks his accommodation 
returned and he did not require a reading glass until 
he reached the presbyopic age. He died in diabetic 
coma at the age of 49. 

Case 2. E. N. Farmer, aged 43 years. Had a diag- 
nosis of diabetes made two weeks before and has no- 
ticed that since he has been under treatment he has 
not been able to read. His manifest refraction was: 

R. 15/15 plus 1.50 15/10 —3 
L. 15/15 plus 1.50 15/10 —3 
add plus 1.25 
Under cycloplegia no fundus findings and the refrac- 
tion was the same. The patient has not been seen 
since. 


TRANSCIENT HYPEROPIA 


Case 1. F. R. L. Aged 49 years. The patient’s rec- 
ord dates back to 1908. Ten years previous to. this 


date he had been operated on for a strabismus. His 
chief complaint at this time was a slight divergence. 
His refraction at this time was manifest: 














R. 15/80 —1, plus 4.00 axis 90 15/20. 
L. 15/40 —2, plus 2.00 axis 80 15/15 plus. 


In 1922 a slight change was made in the axis of the 
cylinder of the left eye and a presbyopic correction 
was added. 

Sept. 30, 1925, he appeared for a refraction with the 
history that he had been under diabetic diet for a 
few weeks. His refraction on this date: 

R. 15/120 plus 2.00 plus 4.50 axis 90 15/30 
L. 15/80 plus 1.50 plus 2.50 axis 85 15/20 
add plus 2.50 
October 4, 1925, a recheck showed: 
R. plus 2.50 plus 4.50 axis 90 15/20 
L. plus 4.00 plus 2.50 axis 85 15/15 
add plus 1.75 
Nov. 8, 1925, refraction now showed: 
R. plus 4.50 axis 90 15/20 
L. plus .50 plus 2.50 axis 90 15/10 —4 
add plus 2.00 

He was given this correction to wear. The sugar 
had completely disappeared and the patient was in ex- 
cellent physical condition. He continued without re- 
fractive changes until he developed some intraocular 
hypertension in 1927. When last refracted in 1930 with 
the exception of the presbyopic addition he was wear- 
ing the correction of 1925. 

Case 2. J. L. Aged 59 years. Had been under dia- 
betic treatment—insulin—for three weeks. Has _ no- 
ticed blurring of vision for distance for the past week. 
Wearing plus 2.00 for reading only. Sees better with 
his reading correction for distance than for close work. 

R. 15/60 plus 1.50 15/10 —3 
L. 15/60 plus 1.50 15/10 —3 
add plus 2.25 

Under cycloplegia the refraction was the same. He 
returned three weeks later with no correction for dis- 
tance and his previous reading correction had become 
satisfactory. 

Case 3. Mrs. J. S. Aged 47 years. Had right eye 
removed on account of a complication of trachoma in 
early life. For several years had been wearing the 
following correction, prescribed under an atropine re- 
fraction: 

L. 15/40 —.50 plus 1.25 axis 90 15/15 
She appeared Nov. 24, 1930, at the office complaining 
that she saw better for distance with her reading cor- 
rection than with her distance glasses. Her refraction 
had changed to: 
L. 15/40 plus 1.50 axis 90 
add plus 2.00. 

Under strenuous diabetic treatment her refraction 

returned to its former status one month later. 


15/10 —4 


The question may be raised as to the type of 
cycloplegia. As most of the cases of diabetes 
occur in the presbyopic age we assume that the 
accommodation is fairly well relaxed anyway 
and that mild cycloplegia will suffice. Homa- 
tropin is the usual cycloplegic used in the presby- 


opic age. We also assume that in the cases re- 
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ported in the presbyopic age that some cyclo- 
plegic has been used where no specific mention 
of the type used has been made. In very few 
of the cases reported atropin has been used and 
in a very large number of cases no cycloplegia at 
all. These cases have been accepted in the 
literature as authentic cases of transitory hyper- 
opia complicating diabetes. However, in the 
future we believe that atropin should be used as 
a cycloplegic in order to rule out criticism. The 
changes may not be very different from those of 
homatropin but it will forestall any argument as 
to the possibility of error. 

If we are to accept Duke-Elder’s contention 
there is a great possibility that we will see many 
more of the cases of increased or acquired hyper- 
opia in diabetes than formerly and that instead 
of it being a rare complication it will become a 
condition that we may rather expect under in- 
tensive treatment. Many cases of premature 
presbyopia should call our attention to possible 
diabetes among other conditions for differential 
diagnosis and a rapid increase of hyperopia when 
we should not expect it should call for cyclo- 
plegia to determine the true status of the refrac- 
tion. The best cycloplegic we must all admit is 
atropin and the findings are conclusive. If, 
after excluding all the possibilities of error, we 
find a case of acquired hyperopia complicating 
diabetes, it is certainly worthy of recognition in 
the medical literature. 
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DISCUSSION 


Dr. E. C. Spitze, East St. Louis: Dr. Geiger has 
brought out the point very nicely that there is a great 
deal of controversy as to the cause of the changes in 
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refraction in diabetes. It has been stated that hyper- 
opia may increase or decrease, while the amount of 
sugar more or less steadily increases. Wescott and 
Ellis state that these changes may occur in the same 
patient, and that the changes may bear no direct rela- 
tion to the amount of sugar in the urine. Diabetes 
sometimes causes a true paralysis of accommodation, 
and in a number of cases there has been either a lim- 
ited change or a more or less definite paralysis. Lan- 
dolt, speaking of augmentation of the index of refrac- 
tion of the vitreous body, thought that changes in the 
volume of the globe could not occur rapidly enough to 
account for the changes in the refraction in the case 
he observed. Horner, on the contrary, believed that 
sudden loss of fluid from the eye was responsible for 
developing hyperopia. Schmidt-Rimpler said that loss 
of fluid with minus tension does not alter the refrac- 
tion of an eye. 

Lundsgaard probably studied his cases more thor- 
oughly than anyone else. In repeated examinations 
with the ophthalmometer and Schiotz tonometer, he 
found no changes in the corneal curvature or tension 
of the eyes during the period of changing refraction. 
In diabetic cataracts the lens has been found on chem- 
ical examination to contain sugar, according to Lieb- 
rich and Leber, while Nagel on the contrary did not 
find sugar in the lens. Hess found that 20 per cent. 
of grape sugar in the aqueous was required to produce 
1 degree of hyperopia, while Deutschman noted cloudi- 
ness and swelling of the lens after immersing it in a 5 
per cent. sugar solution for a few hours. 

It is a most interesting problem, and offers opportu- 
nity for study for the internist, the physicist and the 
physiologic chemist as well as the ophthalmologist. 





SOME PITFALLS IN DIAGNOSIS OF 
ACUTE ABDOMINAL CONDITIONS 


JosePH K. Narat, M. D. 
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CHICAGO 


Although in many instances of acute surgical 
abdomen it is impossible to establish a correct, 
definite preoperative diagnosis, the scientific sur- 
geon should make a conscientious effort to shed 
light on the underlying pathological condition 
because not only the choice of incision and the 
planning of the entire operation depend upon a 
correct diagnosis but in some instances the 
surgical procedure may not be indicated disre- 
garding apparently threatening symptoms. The 
only way to avoid grave consequences is not to 
concentrate the attention on the abdomen even 
in apparently clean-cut cases but to submit the 
patient to a complete examination in order to 
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eliminate certain conditions which do not re- 
quire surgical interference. 

It is not the intention of the writer to discuss 
in detail the differential diagnosis of acute sur- 
gical conditions of the abdomen but to point out 
certain pitfalls which he encountered in his own 
practice and which can be avoided if kept in 
mind. 

The result of a perforation of a gastric or duo- 
denal ulcer is usually collapse and prostration ; 
the patient complains of excruciating pain in 
the epigastric region and an extreme abdominal 
rigidity develops. This initial period which 
rarely lasts more than two hours is followed by 
a period of reaction in which the pulse improves 
and the patient gets warmer. After this short 
period comes a shock in the strict sense of the 
word. The term “shock” is a clinical term for 
a condition which is characterized by an in- 
creased pulse rate, shallow pulse, fall of blood 
pressure, decrease of the pulse pressure and sub- 
normal temperature. This shock is caused by a 
profound disturbance in the physicochemical 
equilibrium; it accompanies the rapid develop- 
ment of an acute septic peritonitis. Disappear- 


ance of liver dullness is usually a late and not 
an early symptom of the perforation and for this 
reason should not be depended upon in arriving 
at a correct diagnosis. 

It is superfluous to emphasize that such a con- 
dition requires an immediate surgical interven- 


tion. On the other hand it should be borne in 
mind that lead poisoning may simulate a per- 
foration of a viscus; rigidity of the abdominal 
wall, severe pain and vomiting may be present 
in both conditions, but lead poisoning does not 
produce a condition of extreme prostration and 
collapse as the perforation; shock in the strict 
surgical sense of the word as defined above is 
absent; furthermore the typical blue discolora- 
tion of the gums is present. Hence the rule to 
inquire about the occupation of the patient and 
never to forget to inspect the gums in every case 
of acute abdomen. 

Another condition which may be mistaken for 
a perforation of a viscus is acute pancreatitis. 
The pain in this condition is usually more pros- 
trating and overpowering than that of perfora- 
tioa. There is one characteristic symptom which 
is rot present in every case of acute pancreatitis 
but if found allows to make a definite preopera- 
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tive diagnosis; livid face and patches of grayish- 
blue color on abdomen and thighs. If such 
patches are found the surgeon should not waste 
time on trying to locate a perforated ulcer or 
exploring the entire abdominal cavity but he 
should first concentrate his attention on the pan- 
creas and subject it to a careful inspection. 

Another condition which has been frequently 
mistaken for acute abdomen not only in children 
but in adults as well is diaphragmatic pleurisy 
and incipient pneumonia especially so-called 
central pneumonia. The pain in these condi- 
tions may be localized in epigastrium and rigid- 
ity of the abdominal wall may develop. An im- 
portant diagnostic sign is the ratio pulse: res- 
piration. The proportion of the pulse rate to 
respiration in a normal individual is about 
65:16. In the above mentioned conditions the 
respiratory rate is accelerated out of all propor- 
tions to the pulse rate; in doubtful cases the 
ratio pulse: respiration should, be evaluated and 
if it is above normal the cause should be sought 
above the diaphragm. 

A relatively rare but important occurrence is 
the simulation of acute abdomen by tabetic 
crisis. A severe pain and rigidity of the ab- 
dominal wall eventually combined with vomiting 
may easily simulate perforation of a gastric ulcer 
or an acute gallstone attack; however the shock 
is absent; the temperature does not rise; the 
pulse may increase in frequency but its quality 
remains good and least but not last—the Argyll- 
Robertson’s pupils are present, the patellar re- 
flexes are absent and all the other characteristic 
symptoms of locomotor ataxia help to make the 
diagnosis. The surgeon should adopt a rule 
never to decide to open an abdomen without an 
examination of the pupils and patellar reflexes. 
Of course a patient with locomotor ataxia is sub- 
ject to a gallstone attack or to a perforation of 
a gastric or duodenal ulcer just as well as any 
other individual. A careful history will help in 
such cases to make the correct diagnosis. Vari- 
ous gastro-intestinal disturbances of long stand- 
ing will suggest the possibility of an ulcer or a 
gallbladder disease. Furthermore the clinical 
examination may be of great value in making 
the differential diagnosis; the pain in the upper 
abdomen caused by a tabetic crisis usually does 
not radiate towards the right infrascapular 
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region or the right arm as the pain in a gall- 
stone colic. The vomiting may be absent in a 
crisis or does not dominate the picture so much 
as it does in a perforated gastric ulcer. The 
tenderness in a crisis is not so sharply defined 
as it it in a gastric or duodenal ulcer. 

It should not be forgotten that frequent, obsti- 
nate vomiting due to acidosis may cause pain in 
the epigastric region ; in such cases there is usu- 
ally no rigidity of the abdominal wall but the 
tenderness in the epigastric region, the pain and 
exhaustion may arouse the suspicion of an acute 
abdominal condition. Only a careful clinical 
study of the case including blood chemistry and 
urine examination will help to avoid a fatal mis- 
take. It is helpful to remember that in cases of 
acidosis the vomiting usually precedes the pain 
while in acute surgical conditions of the upper 
abdomen the pain usually appears first or simul- 
taneously with vomiting. 

Even the most experienced surgeons mistook 
a renal calculus for appendicitis. The pain in 
nephrolithiasis is usually located more in the 
flank than in the frontal part of the abdomen 
and it radiates towards the bladder and not 
towards the central area of the abdomen. If 
the patient had several attacks of kidney colic 
the chances are that a pyelitis may be present; 
hence the lesson that under no condition a lapar- 
otomy should be performed without a previous 
urine examination. 

It is worth while to remember that increased 
pulse rate, distention of the abdomen and per- 
sistent vomiting are symptoms sufficient to 
arouse a suspicion of acute peritonitis or para- 
lytie ileus; it is wrong to wait till the pain or 
rigidity appear; the most severe cases of acute 
peritonitis may occur without these symptoms. 

Typhoid fever may cause a perforation of a 
specific uleer. The condition causes symptoms 
typical of perforation in general: pain, disten- 
tion of the abdomen, rigidity, tenderness, vomit- 
ing; nevertheless it is important to recognize the 
etiology of the condition for several reasons: in 
the first place, typhoid fever being a contagious 
disease, necessary precautions must be taken and 
the operating room disinfected in a proper man- 
ner after the operation; furthermore if the diag- 
nosis has been made before the operation it will 
facilitate the location of the perforation as it is 
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known that it occurs most frequently in the 
lower part of the small intestines, in the right 
lower quadrant of the abdomen. The diagnosis 
may encounter many difficulties because roseolae 
are not present any more at the time of the per- 
foration; due to developing peritonitis which 
follows the perforation the pulse rate increases 
and the slow pulse, characteristic of the typhoid 
fever, is substituted by a weak, frequent pulse. 
The temperature influenced by peritonitis may 
also change its type and the characteristic sharp 
temperature curves may be absent. The peculiar 
somnolence and the mental confusion of the 
patients should arouse suspicion and in such a 
case palpation of the spleen, a Widal test and 
the examination of the urine and feces should 
be made immediately; the accompanying bron- 
chitis may also lead to the suspicion of typhoid 
fever. Due to the mental slugginess of typhoid 
patients they may not complain of severe pain 
but a definite tenderness to palpation is usually 
present; a perforation may be overlooked if no 
sufficient attention is paid to the rigidity and 
distention of the abdomen. 

Another source of mistakes is located in the 
rectum. A cancer in this region may exist for 
a relatively long period without any symptoms 
and suddenly it may cause an acute intestinal 
obstruction. Therefore no laparatomy for acute 
abdomen should ever be performed without a 
rectal examination. 

Certain allergic conditions may cause abdom- 
inal symptoms closely resembling acute surgical 
abdomen; sharp pain, rigidity, tenderness and 
vomiting have been observed in cases of hyper- 
sensitiveness where a single injection of ad- 
renalin promptly relieved all the symptoms. The 
field of allergy awaits further explorations but 
with our limited knowledge of allergic diseases 
it deems advisable to resort to an adrenalin in- 
jection in every case of suspected hypersensitive- 
ness before advising surgical interference. 

Conclusion: The above mentioned pitfalls of 
the diagnosis of acute surgical conditions of the 
abdomen serve as proof of the necessity of a com- 
plete clinical study of each case including the 
examination of patellar reflexes, pupils, rectum, 
urine and the recording of pulse and respiration 
before any surgical procedure is attempted. 

1200 N. Ashland Avenue. 
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HAY-FEVER, SINUS INFECTIONS AND 
ASTHMA 


JOSEPH SHANKS, M. D. 
CHICAGO 


Some of the early writers disliked the term 
“hay-fever” which already in their day crept 
into general use owing to the fact that the 
trouble was believed to be influenced by the 
emanations of hay; it was thought that moist 
heat, dust, and sunshine were the chief factors 
in bringing on the attack. The affection was 
recognized and studied by German, French, 
American and English physicians who already 
gave an excellent description of the disease. An 
English writer, Gordon, who published an article 
in the London Medical Gazette (1829), was of 
the opinion that the cause of the attacks was 
entirely due to the emanations of certain flower- 
ing grasses. Another writer recorded about one 
hundred and sixty cases from the study of which 
he reached the conclusion that sunlight was the 
main cause of the trouble. Still later a German 
writer formulated a theory that the attacks were 
caused by vegetable spores. 

The above theories were later completely dis- 
proved by the experiments of Blackley (London, 
1873) and Wyman and Beard (New York, 
1876), who demonstrated beyond doubt that the 
impact of the pollen of certain plants, chiefly 
the Ambrosia artemisiaefolia (rag-weed), Gram- 
inaceae, and Solidago virgaurea (goldenrod) on 
the mucous lining of the nose and upper air 
passages was the real source in the causation of 
an attack of hay-fever. 

Since then many writers have demonstrated 
that the emanations from animals like cats, dogs, 
cows and horses are also some of the exciting 
causes. However, we find that the earlier writ- 
ers and observers practically confined themselves 
to the study of the excited cause of an attack. 

The pollen theory of hay-fever is a good one, 
but we find its advocates failing to differentiate 
between the exciting cause of the affection and 
the peculiar systemic disorders which render cer- 
tain individuals susceptible to the harmful effects 
of the pollen. In modern scientific investigations 
a new line of departure seems to have been taken 
by many writers and medical men: that the 
affection is essentially a neurosis; that morbid 
conditions of the intra-nasal passages that may 
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or may not be associated with stomach or bowel 
conditions are at the root of the trouble; that 
certain individuals with inherited nervous ten- 
dencies are unable to stand the strain of large 
city life with its smoke-filled air, dust, soot, or 
pollen; that the lack of proper hygiene and ex- 
ercise ; excesses of various kinds, overeating, im- 
proper or adulterated food, and insufficient sleep, 
will undoubtedly predispose an individual to an 
attack of hay-fever. 

We thus conclude that there are three general 
conditions necessary for the production of the 
affection: first, the presence of the pollen in the 
atmosphere, as demonstrated by many authori- 
ties; second, the so-called neurotic tendencies 
and other constitutional causes like gout, rheu- 
matism, toxemias; and third, morbid conditions 
of the nasal chambers and upper air passages. 
That hay-fever patients are neurotic is generally 
conceded by all writers and authorities; but few 
fail to agree that a perfectly healthy nasal 
mucous membrane, free from sinus infection, 
spurs, deviated septi and other obstructions, is 
very seldom affected by the trouble. While I do 
not care to bring out a new theory as to the 
cause of hay-fever, I have been extremely im- 
pressed with the relationship of intra-nasal ob- 
structions and catarrhal conditions of the 
sinuses, especially the antrum and ethmoidal. 
Furthermore, it is a matter of constant observa- 
tions that the disturbance runs in families who 
were subject to hysteria, neurasthenia, chorea 
and asthma. What the important lesion is which 
constitutes the neurosis in the very nature of 
the question of pathology is often difficult to tell. 
But from experience and observation many 
physicians and writers agree, however, that if 
there is any pathologic lesions in these cases 
(leaving out mechanical obstruction by neo- 
plasms, deviated septi, gummas, etc.) it is found 
in the lack of vaso-motor control which char- 
acterizes the neurotic manifestations. For in- 
stance, in neurosis and hay-fever the essential 
lesion (not cause) is undoubtedly a vasomotor 
paresis of the blood vessels of the nasal mucous 
membrane; while in asthma the condition is due 
to a vasomotor paresis of the blood vessels of the 
bronchial mucous membrane. As a matter of 
fact, we find in the medical literature cases 
which had been cured by treatment confined en- 
tirely to the correction of the diseased conditions 
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of the intranasal passages. A positive clinical 
fact was thus established which has been cor- 
roborated by many a medical man as to compel 
our acceptance of the view that in a large per- 
centage of cases, and probably in all, a predis- 
posing cause of the attack lies in a previously 
existing morbid condition of intranasal tissue. 
Local Morbid Conditions of Intranasal Cham- 
bers. An obstructive lesion in the anterior por- 
tion of the nasal passages may develop into some 
pathologie lesion immediately behind the point 
of stenosis; it may give rise to reflex symptoms 
with every act of respiration, though its action 
is to a great extent mechanical and easily ap- 
preciated. The immediate result of this prob- 
ably is overlooked, but if long continued there 
ensues a dilatation of the local venous sinuses 
which are found on the surfaces of the middle 
and lower turbinals. This is due to the more or 
less permanent turgescence of the mucous mem- 
branes, whereby hypernutrition is established, 
and finally a connective tissue hypertrophy in 
the mucous membrane proper. To understand 


this more clearly involves a brief reference to the 
physiological function of the nasal mucous mem- 


brane in respiration. 

In normal health the nasal membrane pours 
out from about twelve to sixteen ounces of 
watery serum daily, which is spread over the 
convex parts of the turbinals for the purpose of 
moistening, warming and cleansing the inspired 
air as it passes into the lungs. This process is 
regulated by a vasomoter control from certain 
centers in the medulla. We thus conclude from 
our studies of anatomy and physiology, and from 
the experience of many writers and medical men, 
that nasal neuroses is due practically entirely to 
peripheral causes, and that in this way we prac- 
tically eliminate the necessity of the neurotic 
tendencies. 

Asthma. Asthma may easily occur as a result 
of intranasal obstruction or irritation. As we 
all know, the bulbar nuclei of the fifth nerve are 
connected with the vagus, hence the possibility 
of exciting reflex nasal phenomena. The most 
important etiologic factor of asthma of nasal 
origin is sinus infection, particularly the maxil- 
lary and ethmoid. On the other hand, asthma 
may not be of nasal origin. That asthma was 
directly associated with intranasal pathology was 
known to German and French medical men be- 
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fore 1856.  Voltolini published an article 
(Vienna, 1871) calling attention to the relation- 
ship of asthma with nasal polypi; he was the 
first to cure his patients by the intranasal treat- 
ment. Mackenzie has demonstrated this rela- 
tionship. A French writer regarded the affec- 
tion as a neurosis of the respiratory apparatus 
with bronchial spasm. An American writer 
adopted the theory of local vascular disturbance 
and congestion, like the turgescence of the nasal 
mucosa in hay-fever. Now, whether we attribute 
the causative factor in asthma to vasomotor 
paresis, muscular cramp, ete., the question for 
us to consider is that aside from the anatomical 
relations between the upper and lower nasal pas- 
sages, the nose is the gateway to all air passages, 
to external influences of all kinds and therefore 
the most likely seat of irritation in the produc- 
tion of various nervous phenomena. In fact, no 
modern observer considers asthma a distinct 
disease. 

Sinus Infections. Sinusitis has long been con- 
sidered a causative factor in hay-fever. A num- 
ber of writers and rhinologists have been im- 
pressed with the relationship of the trouble and 
catarrhal sinusitis. Indeed, I have had a very 
gratifying result in a case of ethmoidal sinusitis 
I operated on at Chicago Hospital during the 
summer of 1930. The patient is apparently re- 
lieved or cured from a most severe and chronic 
case of hay-fever. Ballenger in his “Diseases 
of the Nose, Throat and Ear,” on page 255, says: 
“Tnasmuch as sinusitis, either catarrhal or sup- 
purative, is often associated with hay-fever, it 
seems plausible to conclude that the irritation 
attending the discharge of the secretions over the 
nasal mucous membrane may be the cause.” 

Treatment and Summary. Treatment may 
be divided into several groups, namely: 

(a) The relief of an acute attack; 

(b) The removal of intranasal obstructions, 
growths, diseased processes and drainage of the 
accessory sinuses ; 

{c) Diet, hygiene and systemic; 

(d) Immunization ; 

(e) Geographic. 

1, Attention to the gastro-intestinal canal; 
salol, salicylates, small doses of calomel and 
minute doses of atropine are of value. For 
spraying and topical application nothing is bet- 
ter than a combination of adrenalin 1:10,000; 
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ephedrine sol. 3% in metaphen 1:2500 solution. 
Boric acid or normal salt solution for itching of 
the inner canthi of the eyes. The rays of the 
infra-red apparatus or the 500-candle power in- 
candescent lamp applied to the face with the 
eyes closed, for about fifteen minutes, at a dis- 
tance of about eighteen inches is of considerable 
therapeutic value in acute cases. It should be 
applied about three times daily. 

2. Deviations of the septum, polypi, sinus 
operations, or other intranasal surgery should be 
performed during the period of quiescence. The 
sensitive areas (generally the inferior and mid- 
dle turbinates) should be cauterized. From 
three to four areas may be cauterized at a sitting. 
Ballenger quotes Dr. Schadle who reported that 
irrigation of the maxillary antrum results very 
favorably. 

3. The diet should be light and nutritious. 
Faulty metabolism should be studied and in- 
ternal irritation corrected. Food allergy is at 
the present time given a great deal of attention. 
These patients generally give an allergic family 
history ; they easily respond to drugs like ephe- 
drine and adrenalin, and skin tests are usually 


successful in bringing out the offending food— 
of great importance in the diagnosis of asthma. 
Various hydrotherapeutic treatments have their 
advocates with varying degree of benefit. 


4, Serum treatment, vaccines and autogenous 
vaccine therapy, afford relief in some cases. 

5. Some writers devote a good deal of de- 
scriptive literature to the geographical distribu- 
tion of seasonal statistics of the disease. In 
England the attacks generally set in during May 
and June and rarely last longer than until Sep- 
tember. The same is true of Germany and 
France. By far the most prevalent form of hay- 
fever which is met with in the United States is 
that which occurs in the latter part of August 
and lasts until the first frost. The climatic in- 
fluence, according to authorities, confines itself 
mainly to the country east of the Mississippi 
River and between the thirty-fifth and forty- 
fifth parallels of the northern hemisphere. The 
high altitudes are practically free from the dis- 
ease. 

In view of all theories, old and new, we must 
seaich beyond the nasal passages to the various 
sinuses for the real source which predispose the 
nasal mucosa to irritation by the poisonous prod- 
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ducts of pollen, ete., which bring on the condi- 
tion. We must also bear in mind that the pollen 
itself is not irritating and does not excite in- 
flammation. It is erroneous to believe that the 
pain and irritation which accompany the attack 
are the result of the impact of an irritating 
substance upon the membrane. Pressure on the 
terminal filaments of the nerves brought about 
by the flood of serum pouring through the meshes 
of the nasal membrane result in pain. Hence 
the logical conclusion to look beyond the nasal 
chambers—the accessory sinuses. 
3354 West Madison St. 
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RESUME OF A STUDY OF SEROLOGY 
AND BLOOD CHEMISTRY OF ONE 
HUNDRED CONSECUTIVE CASES* 


MICHAEL ZELLER, M. D. 
AND 
LEONARD J. Murpnuy, M. D. 


CHICAGO 


So much has been said about routine Wasser- 
mann tests that it seems almost superfluous to 
present the subject again. And yet it is true 
that even today the test is not routine in many 
hospitals, and this includes our own. 

The determination of routine blood sugars and 
nonprotein nitrogen in all hospital cases is a 
procedure which should be employed just as 
routinely as the Wassermann test. In the past 
two or three years some of the most prominent 
clinics have adopted this procedure as routine in 
all cases. In our own hospital the tests are 
seldom employed. 

Few will argue the value of the Wassermann 
and Kahn tests, but there is considerable doubt 
among some as to whether routine non-protein 
nitrogen and blood sugar determinations give in- 
formation commensurate with the time and 
effort expended. 

This investigation was undertaken to establish 
the value of these procedures routinely in all 
cases, particularly in our own hospital. The 


*From Lake View Hospital. 
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method employed consisted of the venepuncture. 
The blood was divided into two portions; one 
portion was put into tubes for serological study, 
and the other was put into tubes containing po- 
tassium oxalate for chemical study. These cases 
were chosen at random from the major medical 
and surgical services, usually just before the 
patient was discharged from the hospital. We 
excluded obstetrical cases for two reasons; first, 
we do routine Wassermanns on these cases, and 
second, blood sugar findings on lactating women 
might be confusing in such a study. 

The frequency of positive Wassermann and 
Kahn tests varies considerably: Cabot reports 
between 10-15%, Horner 17%, Nelson 6%, Fitz 
reports 5% in private practice and Service 3.4% 
in a large hospital. Our own hospital indicates 
3%, but this does not include cases which were 
previously given the test by order of their own 
physician. 

Of the 100 cases, 3% were found to have four 
plus Wassermanns and in each instance a four 
plus Kahn as well. One of the cases was diag- 
nosed neurosyphilis and the serum test was, 
therefore, only corroborative. The second case, 


however, was diagnosed as chronic interstitial 
nephritis and a Wassermann had not been done. 
The third case, a woman of 24, was operated on 
for salpingitis and cystic oophoritis and just be- 
fore discharge it was discovered that a four plus 
Wassermann and Kahn were present. 


There were, therefore, in the series of 100 
cases two instances of syphilis, one a surgical and 
one a medical, in which the serum findings 
would have passed unnoticed and undiagnosed. 


The blood sugar determinations were made on 
fasting stomachs in 50% of the cases, and two 
and a half hours after a normal average meal in 
the remaining 50%. The literature on the fast- 
ing level of blood sugar varies somewhat, but 
it is fairly well agreed that the average is in- 
cluded between 80 to 120 mgms., per 100 c.c. 
blood. In the first decade of life the average is 
somewhat less, ranging from 80 to 102 mgms., 
per 100 c. c. With each decade there seems to 
be a slight increase. It is recognized that some 
diabetics give normal fasting blood sugar values 
and for this reason it is well, when there is any 
doubt whatever, to make blood sugar determina- 
tions one and two and a half hours after a heavy 
carbohydrate meal. 
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This will furnish an index of the insulin 
capacities of the pancreas as in two and one-half 
hours to three hours the blood sugar should re- 
turn to normal. In our series there were six 
cases which had been diagnosed as diabetes mel- 
litus, with blood sugar values of 173, 182, 322, 
250, 154, 285 mgms., per 100 c. ¢. 

In addition to these diagnosed cases of dia- 
betes mellitus there were the following: 

1. A woman, aged: 60, diagnosed as chronic colitis 
and cholecystitis with a blood sugar of 232 which is 
distinctly high. The urine revealed traces of sugar at 
times. Evidently the patient had a very high renal 
threshold. She was not placed under management. 

2. Male, aged 43, diagnosed as chronic bronchitis 
and possible T. B. Urine and sputum negative. Blood 
sugar 181. No further work was done. 

There were, therefore, two cases in the series 
with definitely high blood sugars, but one cannot 
state that these patients were diabetics. The 
first case, with a blood sugar of 232 mgms., and 
chronic cholecystitis almost surely is a case of 
diabetes, but the second case would require fur- 
ther procedures to be certain. It would be neces- 
sary to consider other conditions producing high 
blood sugar, namely; gall bladder disease, cir- 
rhosis of the liver, bronchial asthma, arterio- 
sclerosis, carcinoma, obesity, chronic nephritis, 
apoplexy, pneumonia, typhoid fever, hyper- 
thyroidism, etc. 

There is also considerable variation in the 
nonprotein nitrogen values: some authors give 
22 to 25 mgms., per 100 c.c. blood, while others 
give 24-25 mgms. Inasmuch as some of the de- 
terminations were made several hours after a 
meal—and a full meal usually raises the non- 
protein nitrogen 4.7 mgms., per 100 c.c. — our 
normal values were based between 22 to 35 
mgms., per 100 c.c. blood. The following in- 
creased values were obtained : 


High N. P. N. cases: 

No. 1. N. P. N. 43. Age 19. General history es- 
sentially negative. No blood pressure. Measles, ton- 
sillitis. Operations: Appendectomy and oophorectomy. 

No. 2. N. P. N. 45. Age 70. B. P. 160/85. Chronic 
prostatitis. Urine contained occasional blood, with a 
trace of albumin. Prostatectomy. Recovery. 

No. 3. N. P. N. 42. Age 34. B. P. ? Acute right 
salpingitis, appendicitis, mitral regurgitation. Recovery. 

No. 4. N. P. N. 43. Age 31. Right salpingoopho- 
rectomy. Urine negative. B. P. ? 

No. 5. N. P. N. 60. B. P.? Carcinoma of the 
prostate, hypostatic pneumonia. Albumin three plus. 
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No. 6. N. P. N. 43. Age 44. Cholecystectomy. Al- 
bumin one plus. Recovery. 
No. 7%. N. P. N. 44, 

covery. 
No. 8. N. P. N. 52. Age 66. Lower left pneu- 
monia, Expired. 
No. 9. N. P. N. 88. 
liver. Expired. 


Age 26. Herniotomy. Re- 


Age 58. Cirrhosis of the 

There were nine cases with nonprotein nitro- 
gen values ranging from 42 to 88. Nonprotein 
nitrogen is usually increased in lobar pneumonia, 
but is normal in typhoid fever and rheumatism. 

Conclusions: Although a series of 100 de- 
terminations is rather small, we can conclude 
the following: 

1. Wassermanns and Kahn tests should be a 
routine procedure in every surgical and medical 
case just as it is done in all obstetrical cases. 

2. Routine blood sugars are indicated in 
every hospital patient, and where found to be 
increased beyond normal values, measures should 
be employed to establish the cause of the in- 
crease. In doubtful cases test carbohydrate 
meals and glucose tolerance tests are of great 
value. 

3. Routine nonprotein nitrogen determina- 
tions do not seem necessary from this series of 
cases. Five patients with moderate but definite 
nonprotein nitrogen elevations made uneventful 
recoveries. Marked nonprotein nitrogen eleva- 
tions in acute infections indicate a poor prog- 
nosis. 

4753 Broadway. 





INTRA - ABDOMINAL HEMORRHAGE 
FROM RUPTURED CORPUS 
LUTEUM CYSTS 


PauL W. GREELEY, A. B., M. D. 
WINNETKA, ILLINOIS 


Among the various acute intra-abdominal 
lesions that may come to the attention of sur- 
geons is hemorrhage from a ruptured corpus 
luteum cyst. Although some gynecologists state 
that this lesion is relatively common, very little 
mention is made of this type of pathology in the 
text-books and literature. 

In the instances reported the majority of cysts 
break spontaneously, but very rarely is there an 
associated history of trauma. As with a bleed- 
ing ectopic pregnancy the usual mistake in diag- 
nosis comes with the confusion with acute ap- 
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pendicitis. In two cases I have seen there has 
been a history suggestive of trauma, following 
which a clinical picture resembling that of a de- 
veloping acute appendicitis has manifested itself. 

According to Phaneuf, hematomata of the 
Graafian follicles and hemorrhagic cysts of the 
corpus luteum that rupture with intra-peri- 
toneal hemorrhage are quite common. Stuck- 
ert!® believes the predisposing causes are general 
rather than local and among them he mentions 
typhoid and scarlet fever, general disorders of 
nutrition, such as anemia, chlorosis and hemo- 
philia, phosphorus poisoning, influenza and 
rheumatism. Local and exciting causes are pas- 
sive hyperemia, thrombosis, torsion, uterine 
retroflexion, inflammatory processes, sudden 
checking of the normal circulation and trauma. 

Kermauner orally described to Herdler’* a 
case following a hot bath and cohabitation. 
Laparotomy showed a large quantity of blood in 
the abdomen, proceeding from a bleeding follicle 
of the right ovary. Primrose’s case was that of 
a woman of 37, who after supervaginal hyster- 
ectomy, developed signs of internal hemorrhage 
due to a ruptured corpus luteum cyst. 

In the case of ruptured corpus luteum cyst 
reported by Stuckert,’* the ovary measured 
5x3x2.5 em. “Its surface was gray and the 
organ firm. A large part was represented by 
a ruptured cyst. The inner wall of the cyst was 
covered by clotted blood, which also protruded 
from the point of rupture. In the ovarian tissue 
and in the wall of the cyst were several red, jelly 
like masses. The ovarian stroma was dense, with 
many thick walled vessels present. Several small 
cysts lined by flat cells were observed, filled with 
homogenous material. Several corpora albi- 
cantia were seen. In some parts of the ovary 
were diffuse infiltrations with mononuclear cells. 
In some places there was a band of large pale 
polyhedral cells, instead of frayed hemorrhagic 
tissue. This band followed a wavy course and 
the whole was clotted with blood. Large areas 
of hemorrhage were found beneath the connective 
tissue cells of the stroma. He agrees with Rav- 
din,** who said it is better to operate in all cases . 
of this type, even when the symptoms are mild, 
as a definite diagnosis cannot always be made 
without laparotomy nor the possibility of con- 
tinued bleeding be estimated.” 

Ravdin,’*? Hadden,* and Korack have all de- 
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scribed patients suffering from ovarian hemor- 
rhage who were operated on for appendicitis, 
and in whom normal appendices were found. In 
each case an ovarian hemorrhage had been the 
cause of symptoms suggesting appendicitis. 

In Coulson’s® patient, a girl of 14 had a tem- 
perature of 101 and pulse of 125. The tongue 
was clean and moist. The abdomen was hard 
and boardlike over its whole extent and very 
tender. She indicated the epigastrium as the 
source of pain. There was an area of absolute 
dullness extending from about one-inch below 
the liver on the right side down to the pelvis. 
The whole of the left side of the abdomen was 
tympanitic. 

In Levi’s'* case, a woman of 24, the abdomen 
moved with each respiration. It was also very 
tender, especially on palpation of the lower quad- 
rants. He found no rigidity. No mass was 
found on rectal examination, nor was there any 
tenderness.. Such a syndrome he believes, sug- 
gests a diagnosis of hemorrhage from a luteal 
cyst. The absence of epigastric pain, vomiting, 
hypogastric pain and leukocytosis, combined 
with a flaccid abdomen, should exclude appendi- 


citis. The absence of the history of a missed 
period and uterine hemorrhage, although not in- 
validating a diagnosis of ectopic pregnancy, 
renders it less probable. , 

In Hammond’s” case, the pulse was 80 and 
temperature 99 F. The urine was normal ex- 
cept for 2 or 3 erythrocytes and 10 or 12 pus 


cells per high power field. Hemoglobin was 
80%; erythrocytes, 4,200,000 and leukocytes, 
13,500. A diagnosis of appendicitis was made 
in this patient. 

Galloway” tells of feeling an ovarian cyst rup- 
ture between his fingers while making a bi- 
manual examination. The patient felt better at 
the time than before being examined. However, 
signs of intra-peritoneal hemorrhage developed 
after a few hours observation which necessitated 
operation. 

I present the following picture taken from 
my experience: 

Miss L. D., a housemaid, aged 22 years, had always 
been in normal health until July 22, 1929. She had 
never been pregnant and the menstrual periods were 
always regular. Three days prior to the onset of the 
next menstrual period, at ten o’clock in the morning, 


while bending over during the course of her daily 
duties, she felt a sudden twinge of pain ir the right 
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lower abdominal quadrant. It was only momentary in 
character, but an hour later she began to develop a 
generalized discomfort in the same area. The dis- 
comfort became progressively more severe until at one 
o’clock that afternoon, three hours after the onset, 
she sought medical aid. 

Examination at that time revealed a well nourished 
white female, about 22 years of age, who did not appear 
acutely ill. Her throat, neck, chest and extremities 
were negative. She had no fever. The abdominal 
examination revealed marked tenderness over McBur- 
ney’s point. There was no muscular rigidity. Pelvic 
examination was negative. Pulse 88 and white blood 
count was 12,000, which increased to 13,800 one hour 
later. A diagnosis of acute appendicitis was made 
and the patient was removed to the Evanston Hospital 
for immediate operation. 

A McArthur-McBurney incision was made. Upon 
opening the peritoneal cavity a large amount of fluid 
and clotted blood was seen. The appendix was normal, 
but was quickly removed by the customary accepted 
technique. Through this type of incision one could 
not see from whence the blood was coming. Here 
again, had accurate preoperative diagnosis been made, 
this type of approach would certainly not have been 
used. However, the wound was extended by cutting 
across the rectus sheath at the lower end of the in- 
cision, and the right rectus muscle retracted medially. 
With difficulty, one could see that the bleeding was 
coming from a ruptured right ovarian cyst, which, be- 
fore bursting, had been about three inches in diameter. 
The cyst was ligated and amputated distal to the liga- 
ture, following which the raw surfaces were periton- 
ized. As many of the loose clots as possible were 
removed and the abdomen closed by layers without 
drainage. The pathologist (Dr. J. L. Williams) re- 
ported “ruptured corpus luteum and follicular ovarian 
cyst; slight chronic appenditicits.” 

Except for some undue soreness of the abdominal 
wall due to traumatism of the retractors, the patient 
made an uneventful recovery and has been well ever 
since, 

Had correct preoperative diagnosis been made cer- 
tainly the technical steps of the operation could have 
been made much simpler and the patient likewise spared 
of a certain amount of unnecessary postoperative dis- 
comfort. 


A few years ago, I saw a similar case with my 
former colleague, which he has subsequently re- 
ported in the literature :** 


A white female, aged 28, who had two normal 
full term pregnancies, and no menstrual disorders, had 
about six o’clock at night accidently struck the right 
lower quadrant of her abdomen against the arm of 
a chair. There was no appreciable pain at the time, 
but one hour later at dinner she had no desire to eat. 
She retired about eleven o'clock that evening and at 
that time remembered that she was aware of some 
discomfort near the region of the recent traumatism. 
About two o’clock in the morning she was awakenea 
by the increased intensity of the pain. I saw her a 
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short while afterward and found a definite tender area 
near McBurney’s point and rigidity of the lower half 
of the right rectus muscle. She had no fever, her pulse 
was 84, and white blood count 13,000. All outward 
appearances pointed toward a diagnosis of acute appen- 
dicitis, but the history of the recent trauma made this 
a little doubtful. I waited for an hour and repeated 
the white blood count which was then 19,000 and her 
pulse had increased 4 points. 

A diagnosis of an acute abdominal lesion was made, 
probably appendicitis, so the patient was removed to 
the hospital for immediate operation. 

Before the peritoneum was incised, the well known 
bluish color of a hemoperitoneum was seen. About 500cc. 
of fluid and clotted blood was found in the abdominal 
cavity. The appendix was normal, but was removed. 
A small bleeding ruptured corpus luteum of the right 


ovary was found, which was readily controlled by | 


suturing. 


Conclusions : 

1. In examining a female patient for an 
acute abdominal lesion, the possibility of intra- 
peritoneal hemorrhage from a ruptured corpus 
luteum cyst must not be overlooked. 


2. Bleeding from a ruptured ectopic preg- 
nancy, although quite common, usually gives a 
history of symptoms pointing toward a preg- 
nancy, which are not usually found in the above 
condition. 

3. A history of recent trauma to the lower 
abdomen may be a very significant factor in 
making the preoperative diagnosis of lower ab- 
dominal pain. 

545 Lincoln Avenue. 
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HODGKIN’S DISEASE OF THE ME- 
DIASTINUM. A CASE REPORT 


DIETRICH KLEMPTNER, M. D. 
University of Illinois College of Medicine 


CHICAGO 


Hodgkin’s disease may localize in many dif- 
ferent organs and the clinical manifestations 
cover therefore a wide range. Hodgkin’s disease 
of the mediastinum causes physical signs that, 
while not pathognomonic, point as definitely to 
that condition as certain other physical signs 
point to lobar pneumonia. The following case 
is instructive. The diagnosis, as I view it in 
retrospect, should have beem made by the phys- 
ical signs, confirmed by the x-ray and clinched 
by the biopsy. 


D. S., male, aged 32, was first seen February 21, 
1931; he complained of cough and loss of weight and 
strength. He has been coughing all his life, but con- 
sidered himself perfectly healthy until seven months 
ago when his cough became bad. He lost twenty-eight 
pounds in weight. He had no nightsweats and no 
hemoptysis. The last few weeks the cough was nearly 
continuous, causing chest pains and shortness of breath. 
His family history is negative for tuberculosis and 
cancer. He denies venereal infection. He smokes a 
package of cigarettes a day; does not use alcohol. 

The patient is of short build, poorly nourished, looks 
sallow and cyanotic. He weighs 124 pounds; his pulse 
is 100, breathing labored, blood pressure, 130 over 85. 
The epitrochlear glands are enlarged on both sides 
and there is a hard gland in the right supraclavicular 
space 1% cm. by % cm., just beneath the insertion 
of the cleido-mastoid muscle. The throat looks irri- 
tated, he has pyorrhea, the tonsils are small and con- 
tain exudate in the crypts. The chest shows many 
positive physical signs and they are mainly on the 
right side. The respiratory movement is lagging on 
the right, the voice comes through feebly to touch and 
hearing. Percussion yields hyperresonance anteriorly 
and dulness at the base. The breath sounds are feeble, 
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bronchial near the sternum, at the third interspace; 
there are numerous wheezing and dry rales all over 
the chest. Whispered pectoriloquy extends down to the 
sixth dorsal spine. The heart is negative. 

The blood Wassermann is negative. The sputum 
contains no tubercle bacilli. The blood count showed 
34,900 white cells with polymorphonuclears, 80 per 


au 4 





Fig. 1. Roentgenogram, March 1, 1931. Lobulated 
mediastinal mass, Atelectasis at cardio-hepatic angle. 
Heart and large vessels displaced to right. 


cent.; large mononuclears, 8 per cent.; lymphocytes, 
9 per cent., and eosinophiles, 3 per cent. 

The meaning of the chest signs is definite; they point 
to combined, complete and partial stenosis of the right 


bronchial tree. Complete stenosis of a bronchus causes 
atelectasis; partial, by acting as a valve and letting 
more air in than out, causes emphysema. Hence the 
combination of hyperresonance and dulness, feeble 
breathing, feeble vocal and tactile fremitus, etc. And 
in view of the adenopathy and the positive d’Espine’s 
sign we can make a fair guess as to the pathology in 
the mediastinum. Leukemia is ruled out by the blood 
count; syphilis by the negative Wassermann and the 
absence of other typical signs; tuberculosis—by the 
absence of the tubercle bacilli. Bronchial carcinoma 
cannot be ruled out at this stage and must be con- 
sidered with Hodgkin’s disease. We get additional in- 
formation from the x-ray. The roentgenogram taken 
on March 1 shows an increase of hilum shadows and a 
localized dense shadow in the cardio-hepatic angle 
which may be an encysted pleural effusion or a par- 
tial atelectasis. The lobulated hilum mass and the 
absence of discrete nodes in the lung permit a diag- 
nosis of Hodgkin’s disease. In retrospect, we may 
state that the mediastinum appears on the plate dis- 
placed to the right and that this displacement would 
mark the shadow in the cardio-hepatic angle as atelec- 
tasis rather than fluid. Under the fluoroscope, the 
heart and large arteries presented an interesting phe- 
nomenon: they could plainly be seen moving with each 
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inspiration to the right and back to the left with 
each expiration. This respiratory movement of the 
mediastinum is due to the stenosis of the right bronchus. 
With each inspiration air rushes into the bronchial 
tree; but owing to the partial obstruction of the 
bronchus, not enough air rushes in to fill out the 
expanded chest cavity. A negative intrapleural pres- 
sure is created with each inspiration which pulls the 
mediastinum to the affected side. During expiration, 
the chest cavity shrinks, the intropleural pressure rises 
and pushes the mediastinum back to the other side. 

A specimen from the supraclavicular gland was 
removed by Dr. Joseph Narat. It is of interest to 
note that what appeared to palpation as a hard discrete 
gland proved at the operation to be the hard head of 
a long chain of matted together soft glands. Six days 
after the dissection, the gland that had yielded the 
specimen had grown into a hard mass, twice the size 
of a walnut. 

The pathological diagnosis of Hodgkin’s disease was 
made by Dr. S A. Levinson. The slide shows fibrous 
tissue and a variety of cells: a few lymphocytes, many 
endothelial cells, some in a state of mitosis, giant cells 
with one or more vesicular nuclei—Dorothy Reed cells 
—eosinophilic granulocytes. The gland represents a 
late stage of Hodgkin’s disease. 

Treatment and course. The result of x-ray irradia- 
tion was typical. Inside of three days a striking im- 
provement took place. First the cough got better and 
the shortness of breath disappeared; appetite and 





Fig. 2. Roentgenogram, March 7. Hilum mass of 


less density. 


strength came back. In three weeks the man was ready 
to go back to his work as school janitor. The physical 
signs over the right lung rapidly gave way to the 
norm. The supraclavicular tumor disappeared, but 
the cubital glands did not change. The roentgenograms 
of March 7 and April 18 show how the hilum shadows 
clear up and the density in the cardio-hepatic angle 
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gives way to normal lung tissue. A blood count taken 
April 29 showed: red cells, 6,050,000; hemoglobin, 90 
per cent.; white cells, 15,700; polymorphonuclears, 74 
per cent,; large mononuclears, 5 per cent.; lympho- 
cytes, 17 per cent.; eosinophiles, 4 per cent. July 














————— 


Fig. 3. Roentgenogram, April 18. Heart and large 
vessels in normal place. Cardio-hepatic angle clear. 
Hilum shadows smaller and of lessened density. 


8 the number of leukocytes had decreased to 11,850 
with little change in the differential count. The im- 
mediate striking therapeutic effect of irradiation is so 
common as to be diagnostic. The ultimate prognosis 
is not favorable. 
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Microphotogram from supraclavicular gland. 


Fig. 4. 
Numerous Dorothy Reed 


High power magnification. 
and endothelial cells. 


1. Adenopathy and the physical signs of bronchial 
stenosis permit the probable diagnosis of Hodgkin’s 
disease of the mediastinum. 

2. The movement of the mediastinum to the affected 
sidé un the fluoroscopic screen is a simple and posi- 
tive sigrn of bronchial stenosis. 

3. The hard supraclavicular gland that is found in 
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Hodgkin’s disease of the mediastinum belongs to the 
late, cicatricial stage of the disease. It is very likely 
that large lymphatic glands in the early stage of Hodg- 
kin’s disease escape detection by palpation because of 
their softness. While looking for biopsy material in 
cases of doubtful diagnosis this consideration may 
prove useful. 





LUETIC AORTITIS* 
A CLINICO-PATHOLOGICAL RESUME 


L. FetpMan, M. D. 


Illinois, College of 


University of 
Medicine. 


Associate in Medicine. 


CHICAGO 


Stimulated by the frequency of syphilis of the 
aorta in clinic and private patients, and at the 
postmortem table; by the seriousness of this 
form of visceral syphilis; by the number of cases 
that are not diagnosed early; and by the various 
therapeutic procedures in these cases, I chose 
this subject for discussion today. 

Pathology: Syphilis of the aorta is essentially 
a disease of the media—the most important layer 
of the aorta, since it’ normally contains the 
elastic fibres besides the muscle fibres. You can 
readily see the seriousness when the elastic 
fibres—the very “life” of the aorta—are de- 
stroyed and replaced by fibrous tissue, in reality 
small gummae. 

The first part of the aorta is most com- 
monly involved, thus making this disease the 
more treacherous for reasons that will be dis- 
cussed later. It is held that the abundancy of 
vaso-vasorum in the first part of the aorta pre- 
disposes it in the following manner. The spiro- 
chetes enter the vaso-vasorum. A perivascular 
infiltration is set up, and thus the adventitia is 
involved. The media now begins to suffer in 
two ways. One is the result of limited blood 
supply, the other is the direct invasion of the 
media by the spirochetes. 

Instead of the yellow, smooth aorta, one sees 
spots or “islands” of fold-like elevation, bluish- 
gray in color and of a hard consistency. The 
depressions between the elevations are pinkish 
representing small blood vessels. The intima 
appears to be wrinkled, but the calcification and 


*Read before the Section on Medicine of IIl. St. 
Soc., May 6, 1931, E. St. Louis. 

*From the Cardiac Clinic of the University of Illinois, Col- 
lege of Medicine. 

tAutopsies cited were studied recently at the pathological in- 
stitute of Prof. Erdheim, Vienna, Austria. 
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fatty changes that one sees in arterio-sclerosis 
are missing here. These small gummae may be 
few and again may be multiple, varying in size 
from a few millimeters to centimeters in di- 
ameter, and are of an irregular outline. 

Complications: These make this disease more 
serious. Lues of the first part of the aorta may 
involve the mouths of the coronary arteries, 
stenosing or entirely sealing the openings of 
these vessels, or it may cause an aortic insuffi- 
ciency. Very often it causes one or both in the 
same patient. The result of these two complica- 
tions you very well know. Aneurismal dilata- 
tion is the third complication. This may happen 
in any part of the aorta, but when it happens in 
the thoracic aorta, it becomes more troublesome 
on account of its pressure effects, and also be- 
cause it is more predisposed to rupture here than 
in any other part of the aorta. 

Now a few words regarding luetic aortic in- 
sufficiency. Syphilis does not involve the aortic 
leaflets proper, as the streptococci, staphylococci, 
meningococci, gonococci, pneumococci and many 
others do, but it involves the commisures through 
their minute blood vessels. A widening and 
thickening of the commisures is thus produced. 
This inflammation fuses the aortic cusps at their 
point of origin to the diseased aortic wall. The 
result is that they are adherent to the aortic wall, 
and do not hang as freely as normal valves do. 
Another factor that helps to produce the insuffi- 
ciency is the widening of the aortic ring. The 
leaflets are thus stretched so when diastole oc- 
curs, the valves cannot fall back, for they are 
adherent and stretched, sometimes as tensely as 
the strings on a violin. Of course the valves 
proper are somewhat infiltrated and thickened, 
but the deformity and shrinkage of the leaflets 
seen in rheumatic aortic insufficiency are lacking 
here. 

May I add here that syphilis does not cause 
aortic stenosis, and very rarely, if ever, does it 
involve the coronary arteries beyond their open- 
ings. Recent work has shown that the myo- 
cardium is very often involved, and that luetic 
myocarditis is not a rare clinical phenomenon as 
it was thought to be. 

Frequency: In European clinics, one perhaps 
sees more cases of luetic aortitis than in similar 
clinies here. The study of clinical records and 
examination of the American literature show 
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that cardiovascular syphilis represents 11-20% 
of all organic diseases of the heart. In the car- 
diac clinic of the University of Illinois the per- 
centage of luetic heart disease is 15-18%. 
Reid, about eight years ago, reported that 3-4% 
of 1700 autopsies showed syphilitic lesions of the 
aorta. It has been shown that 80% of those 
who have a positive Wassermann have histologic- 
ally lues of the aorta. 

These figures show us the value of a routine 
Wassermann or Kahn test. It should be done 
as routinely as a urinalysis. Syphilis knows 
no boundaries, race or creed, it springs up when 
you least expect it, often surprising the physi- 
cian and his patient. We shall have more to say 
about the Wassermann or Kahn reactions 
later on. 

Etiology: Acquired syphilis is responsible for 
the majority of the cases. How soon after the 
primary lesion does syphilis of the aorta mani- 
fest itself? The time varies from six months, 
as reported by Reid, to thirty years. A number 
of cases are reported that the aorta was in- 
volved only months after the primary lesion, and 
there are few cases on record where aortitis 
manifested itself in the presence of the secon- 
dary lesions. Although the average time is about 
12-15 years, one must never rule out luetic aortitis 
on the ground of too short an interval since the 
primary lesion. The age of acquired luetic 
aortitis is between 35-50, although some cases 
are reported at 18-20 years. Congenital luetic 
aortitis is not rare. It is well known in luetic 
infants, but clinically it manifests itself usually 
not earlier than between 15-20 years. 

Previous non-specific infections of the aorta 
do not predispose it to lues, while the reverse 
is not rare—a bacterial endocarditis may be- 
come superimposed upon a luetic aortic in- 
sufficiency. 

Symptoms: Not all luetic aortitis have symp- 
toms. These depend greatly upon the presence 
of one or more of the complications mentioned 
above. Thus, when the coronary orifices are 
stenosed or when one is occluded, pain is usually 
present. It is an anginal pain varying in in- 
tensity, and very often referred to one or both 
shoulders. This pain comes on mostly after ex- 
ertion and sometimes during the night. Dyspnea 
becomes apparent, sometimes of the paroxysmal 
nocturnal type—cardiac asthma—and again, 
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sometimes during effort. The pain is very often 
situated under the lower end of sternum and 
since belching is very often present during or 
after the attack, the stomach is blamed and 
treated. 

Palpitation and tachycardia are very often 
present, and in some cases more complained of 
than pain. The latter symptom, as we know, 
depends much upon the sensitiveness of the in- 
dividual and upon his “pain threshold,” as it 
were. 

Signs: Appreciable supracardiac dullness to 
the right and left of sternum, especially in the 
second interspace; a rough systolic murmur at 
the aortic area, and an accentuated second aortic 
sound are the usual findings in cases of a mod- 
erately long duration. Not infrequently one 


may see or feel a pulsation in the sternal notch, 


and occasionally an unequality of the radial 
pulses may be elicited. The roentgenogram 
shows a dilatation of the aorta at this stage of 
the disease, and the heart may be somewhat 
enlarged. 

Early cases of luetic aortitis present very 
few findings upon examination. The heart is 
usually normal in size. There is no appreci- 
able substernal dullness. Tones are good, as a 
rule. Hither a short systolic murmur at the 
aortic area or a snapping aortic second sound or 
both may be present. Roentgenogram findings 
at this time are usually not abnormal. These 
patients are very often not diagnosed. The fol- 
lowing cases illustrate this: 


Mr. A. I., aged 52 years, married, insurance agent, 
came complaining of precordial distress, dyspnea and 
eructation. The pain was situated under lower end of 
sternum and it would come on while walking and he 
had to stop. His symptoms came on suddenly. He 
admits of having had a chancre about 15 years ago. 
He had been examined and treated before coming to 
us for “gas on stomach.” Upon examination the only 
significant thing was a loud second aortic sound. 
A diagnosis of luetic aortitis was made. Both his 
Wassermann and Kahn came back four plus. The 
roentgenogram was negative. His symptoms were re- 
lieved after specific treatment. During the last 18 
months he had a few short attacks of dyspnea at night. 

Mrs. J. M., widow, was having cardiac asthma, pain 
over heart and palpitation for the last year. Previous 
history—one miscarriage. The only positive findings 
were a very short systolic at aortic area and the aortic 
second was somewhat accentuated. Her Wassermann 
was 3 plus. The diagnosis is evident. The roentgeno- 
gram was negative. For the last six months she has 
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been receiving bismuth and feels well, except for an 
occasional mild attack of dyspnea at night. 

Now what makes the diagnosis in these cases ? 
the answer is, no one particular point. Certainly 
the physical findings, including the roentgeno- 
gram, were not decisive. In fact, many people 
at the age of fifty may have a slight murmur at 
the aortic area, or a slight accentuation of the 
second aortic. However, the present history, past 
history of infection in one and miscarriage in an- 
other, the physical findings, meager as they were; 
the serological tests and the response to specific 
therapy were all important points in arriving at 
the diagnosis. The response to specific treat- 
ment rules out the possibility of coronary scler- 
osis with a coincidental positive blood Wasser- 
mann or Kahn. That syphilis and arterioscler- 
osis may coexist is well known and is well illus- 
trated by the following case: 

A man of 61 was complaining of substernal pain and 
dyspnea. His pain was a typical angina coming on 
after exertion and at night. He presented a rough 
systolic at the aortic area with a ringing second aortic 
sound, The roentgenogram showed a diffuse dilatation 
of the aorta. His Wassermann was four plus. His 
blood pressure was within normal limits. A diagnosis 
of luetic aortitis was made and specific therapy was 
instituted. He did not improve and one day he died 
during an attack of pain. The autopsy revealed a 
severe arteriosclerosis covering up the patches of 
syphilis. The coronary mouths were patent; the left 
coronary was thrombosed and a myocardial infarct was 
found. 


When the second complication—aortic insuffi- 
ciency—is present, the aorta is usually widened, 
and the usual signs of this leakage are elicited. 
A systolic thrill at the aortic area, transmitted 
to vessels of neck, may be felt, but only rarely. 
An aortic-shape heart is found, and congestive 
heart failure may be present, besides the pain 
and cardiac asthma. In passing may I remark 
that angina and cardiac asthma become less in- 
tense and, not infrequently, disappear entirely 
when congestive heart failure sets in. When 
heart failure appears in cases of luetic aortic 
insufficiency, it comes suddenly as a rule, and 
the patient sinks very rapidly. The following 
case illustrates this: 

Mrs. J. B., a phlegmatic house servant of 35, felt per- 
fectly well and did her work diligently. One day, while 
scrubbing the floor, she developed an attack of dyspnea. 
This became progressively worse and in one day edema 


of the extremities became evident. When brought to 
the hospital she was very dyspneic and cyanotic. Her 
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apex beat was in the 6th interspace, in the mid-axillary 
line. Her pulse was rapid and weak, and a systolic thrill 


at the aortic area was present. A long, rough systolic 
with a long soft blowing diostolic was elicited over 


the entire precordium. There were many moist bub- 
bling rales in the bases of the lungs, and the liver was 


enlarged and tender. She died three days later in 
spite of energetic medication. Pain was never present. 
At autopsy, one os coronary was entirely closed, while 
the vessels themselves were not involved. Luetic 
aortitic insufficiency was also found, the aorta was 
dilated, and the left heart was greatly hypertrophied. 

Aneurisms give various symptoms depending 
greatly upon their situation, thus we may have 
cough, dyspnea, hoarseness, dysphagia, etc. The 
roentgenogram is very helpful to locate this con- 
dition, for very often physical signs are lacking. 
However, inequality of the radial pulses, and 
unilateral throbbing of vessels of neck, visible 
and palpable pulsation under upper part of 
sternum, and in episternal notch, and a tracheal 
tug should put one on guard. The aneurismal 
dilatations are usually above the aortic ring; 
hence no auscultatory findings. 

Hypertension: What is the relation of luetic 
aortitis to hypertension? Syphilis has been sus- 
pected of causing hypertension. The older text- 
books enumerate lues among the causes of 
hypertension. At present we know that the 
pathology seen in essential hypertension is an 
arteriosclerosis, while that of syphilis of the 
vessels is different. In our heart clinic, we find 
that about 12-14% of our cardio-vascular syph- 
ilis patients have an hypertension (a systolic 
pressure of over 160 mm of Hg). We must be 
careful in interpreting these figures, considering 
sex and menopause. We know how frequently 
hypertension appears at the menopause, and a 
goodly number of our women patients are around 
the menopause age. Recent reports in the litera- 
ture, show that the incidence of syphilis: in non- 
hypertensives and in hypertensives was practic- 
ally the same. 

Wassermann and Kahn tests: In late cases 
negatives are frequently obtained. According to 
reports 20-25% of cardio-vascular syphilis pa- 
tients have negative Wassermann or Kahn. So 
you see one must never rule out cardio-vascular 
syphilis because of a negative Wassermann. As 
an example, if a patient has a lone aortic insuffi- 
ciency associated with pain over the precordium 
or under the sternum, and js in his fifth decade, 
syphilis of the aorta is most probable in spite of 
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a negative Wassermann. Pain could be accounted 
for on the basis of a possible coronary sclerosis 
at this age, but how about the aortic insuffi- 
ciency? Yes, it could be rheumatic, but we know 
how rarely rheumatic fever involves the aortic 
leaflets only. And the patient is not old enough 
to have that rare type of aortic insufficiency 
caused by arteriosclerosis of the leaflets. 

Roentgen-ray: The shape of the chest should 
be considered when interpreting fluoroscopic or 
roentgenogram findings. With a high position 
of the disphragm, the cage is small and the aorta 
is spread, appearing more prominent to right 
and left. With a low position of the diaphragm 
the vascular shadow is narrowed. Normally in 
persons under forty the ascending aorta is visu- 
alized in all views fluoroscopically. It lies be- 
hind and somewhat to the left of the sternum 
at level of first to third rib. No pulsation is seen 
to right of sternum, and the descending aorta 
cannot be seen very distinctly. 

In a diseased or arteriosclerotic aorta a sag- 
ging or widening takes place so that pulsation 
appears to the right of sternum. In early cases 
of luetic aortitis the roentgenogram findings are 
not dependable, since there is not much deformity 
to record. In more advanced cases it is hard to 
differentiate them from rheumatic aortic insuffi- 
ciency, aortic stenosis, narrowing of isthmus of 
aorta, hypertension or arteriosclerosis. 

However, there are a few points that may 
help to differentiate luetic aortitis from arterio- 
sclerosis. In the former the ascending portion 
of the aorta begins to enlarge and finally bulges 
out to the right of the sternum and sometimes 
this curve becomes angular. The “knob” of the 
aorta is usually somewhat stouter also. In 
arteriosclerosis the aorta is usually stretched and 
elongated so besides sagging to the right of the 
sternum, it also appears elongated extending up- 
wards more. The knob is more prominent and 
pushed up somewhat. These points, however, 
are not entirely pathognomonic and clinical cor- 
roborative evidence is necessary for the diagnosis. 

In view of the anatomic variations of the aorta 
and thorax, as a whole, various systems of meas- 
urements have decided limitations. However, 
there are two measurements that have a clinical 
value. The method of Kreuzfuchs is simple, 
namely: measurements of the aortic width after 
barium visualization of the aortic bed of the 
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esophagus. This measures the knob of the aorta, 
which is near the isthmus. Normally it varies 
from 2.4-2.8 cm. 

To measure the root of the aorta Reich’s meas- 
urement is employed. The patient is turned to 
the left anterior oblique position and the trachea 
is visualized. Then the bifurcation is found. 
Measure the distance between beginning of right 
bronchus and anterior band of aorta. This 
normally varies from 2.5-3 em. This is of clin- 
ical value, but it is not exact, since the vessel 
band of the vena cava superior is taken in also. 

Electrocardiography: In early cardiovascular 
syphilis the tracing falls well within normal 
limits. As the disease progresses some changes 
may appear, as inverted “T” waves in first or 
second lead or in both. This is usually seen in 
damaged hearts where the left ventricle is in- 
volved and it is not pathognomonic of any par- 
ticular disease. Recently there appeared a few 
reports in the literature describing coronary 
“T” in patients with luetic aortitis. These 
patients had angina pectoris in life, and autopsy 
revealed occlusion of the mouths of the coronary 
arteries. One of our patients who has luetic 
aortitis with insufficiency, big left ventricle, 
gallop rhythm, hypertension, cardiac asthma, 
and pain under sternum, shows inverted T, and 
T., of coronary type and widening and splinter- 
ing of all Q R S complexes. 

Diagnosis: There is no one point on which a 
diagnosis of syphilis of the aorta rests. Con- 
sideration of all observations, both laboratory 
and clinical, and sometimes the result of the 
therapeutic test, is essential in arriving at a 
diagnosis. More attention should be paid to the 
aortic arch in the average physical examination, 
and the fact that cardiovascular syphilis is fre- 
quent, should be more appreciated by the prac- 
titioner. In any adult in whom organic heart 
disease seems to be present, lues should be con- 
sidered. 

Differential Diagnosis: Non-specific aortitis 
should be mentioned. This type of aortic disease 
is seen in acute infections as rheumatic fever, 
influenza, malignant endocarditis, and in the 
exanthemata, and it tends to recovery. 

Arteriosclerosis: This condition is not easy to 
differentiate from luetic aortitis, and the diffi- 
culties have already been discussed since the 


findings are similar, and since both may be pres- 


January, 1932 


ent in the same patient. Age may help, but 
response to treatment is of greater value. 

Hypertension: This condition very often gives 
a rough systolic at aortic area and an accentua- 
tion of second aortic. Pain may and may not 
be present. A positive Wassermann or Kahn is 
a very helpful factor while the therapeutic test 
is more decisive. Both of these factors merely 
show that we have two conditions. The hyper- 
tension itself is probably not a part of cardio- 
vascular syphilis, and not influenced by specific 
therapy. 

Aortic Stenosis: The intensity of the systolic 
murmur is of value. In aortic stenosis it is long 
drawn out, so that the second aortic is hardly 
audible, and sometimes not audible at all. In 
luetic aortitis the second aortic is almost in- 
variably accentuated. Pulse of aortic stenosis 
is characteristic: it is the pulsus tardus type, 
plateau-like without any peak to it. The history 
of the patient may be of some aid also. 

Rheumatic Endocarditis: Very often it is 
found very difficult to differentiate between a 
luetic aortic insufficiency with an Austin Flint 
murmur and rheumatic aortic insufficiency with 
a double mitral. The character of the murmur 
is not pathognomonic, for an Austin Flint mur- 
mur may assume the same quality as the mid- 
diastolic rumble of mitral stenosis. The pres- 
ence of a rheumatic history in the face of a posi- 
tive Wassermann complicates matters still more, 
and at times, it baffles even the most experienced. 

However, there are several points which may 
be of value. Pain, inequality of the radial 
pulses, peripheral findings of aortic insufficiency 
and aortic-shape heart, and diffuse dilatation of 
the aorta speak for a luetic infection of the 
aorta. On the other hand, absence of Corrigan 
pulse, the presence of diffuse precordial pulsa- 
tion; definitely palpable second pulmonic sound 
and a heaving in pulmonic area; heart of a 
mitral configuration; large left auricle; im- 
pinging upon the esophagus; and_electro- 
cardiogram findings of mitral stenosis point 
strongly to rheumatic mitral and aortic even in 
the presence of a positive Wassermann reaction. 
Nevertheless there are cases where distinct doubt 
must remain, and resort to the therapeutic test 
is then justified. However, the coexistence of 
both conditions—rheumatic disease of the mitral 
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valve, and luetic process of the aortic leaflets— 
seen at autopsy has been reported. 

Prognosis: On the whole it is grave. Cardio- 
vascular syphilis, after a latent period of vary- 
ing length, tends to become a progressive dis- 
ease. It maims and kills those in prime of life. 
Approximately one-half develop aortic insuffi- 
ciency, and one-fourth aneurisms of aorta. The 
prognosis depends much upon which of the com- 
plications is present, and upon the institution of 
early therapy. Once severe damage is done, as 
aortic insufficiency, myocardial involvement, or 
dilatation of aorta, therapy may improve the 
symptoms, but it can do no more. 

Treatment: Differences of opinion exist as to 
the treatment of cardiovascular syphilis. Some 
clinicians omit arsenicals altogether, others give 
this drug, but prepare the patient first with 
iodides and bismuth, while still others begin with 
arsenicals, though cautiously. The end result 
of these various methods seems to be the same, 
and the fear that arsenicals may cause rupture 
of the luetic aorta is, perhaps, somewhat over- 
emphasized. 

Two contraindications for specific treatment 


should be universally recognized. One is a dam- 


aged and decompensated heart. Rest and digi- 
talis are of prime importance. Iodides may be 
given, but the metals should be withheld, thus 
not burdening a damaged and weak myocardium. 

The second is the presence of angina pectoris. 
Here arsenicals are strictly prohibited for fear of 
causing a local Herxheimer reaction — vaso- 
dilatation and edema in the aorta at the mouths 
of the coronary vessels that are already in- 
filtrated and not infrequently partially occluded 
—and sudden death. In these cases only iodides 
and bismuth or mercury should be given. 

The safest method of treatment of cardio- 
vascular syphilis is the one that advocates bis- 
muth and iodides for several courses of 6-8 weeks 
each with the proper rest interval between, and 
then possibly arsenicals. The latter should be 
given in very small doses beginning with 0.15 
gm. and not exceeding 0.45 gm. This should be 
given weekly from 8-10 weeks, substituting each 
time for a bismuth course. 

In early cases and where the aorta is fluoros- 
copically within normal limits, the arsenicals 
may be given in the form of Neoarsphenamine 


intravenously. But in those cases where there 
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is already slight dilatation of the aorta, it is best 
to administer this metal intramuscularly, em- 
ploying a suitable preparation. In the presence 
of an aneurism it is advisable to leave out the 
arsenicals entirely. Their value at this stage is 
questionable at the best, and the administration 
of them is not altogether devoid of risk. 

Needless to say that patient should be closely 
observed when arsenicals are given. Attention 
should be paid to even the slightest complaints 
referable to the cardiovascular system. Fluoro- 
scopic examination should be done frequently. 
Treatment should be discontinued if symptoms 
are aggravated. 

Beneficial effects are usually symptomatic and 
not anatomic. Arrest of the inflammatory focus 
is the hope of the treatment. A higher per. 
centage of improvement is noted in patients who 
have syphiliticaortitis without aneurism or aortic 
insufficiency. If treatment seems to be of benefit 
and the patient can stand it, it is advisable to 
continue it for a few years. The Wassermann 
reaction should not be a guide for it does not 
always parallel symptomatic improvement, and 
reversing it should not be the main aim, except 
as an encouragement to the patient. 

In conclusion, I wish to say that the morbidity 
and mortality from cardiovascular syphilis could 
be reduced and also, to a certain degree, pre- 
vented. We can accomplish this only after we 
begin to appreciate more the frequency of leutic 
heart disease and thus suspect it in any adult in 
whom organic heart disease seems to be present. 
It should be realized that only early diagnosis 
and early therapy offer some hope to the patient, 
and that no heart of an adult who presents 
cardiovascular symptoms, should be pronounced 
“perfectly sound” just because the stethoscope 
failed to reveal any gross abnormalities. 

185 N. Wabash Ave. 
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DISCUSSION 


Dr. N. S. Davis, III (Chicago): Mr. Chairman, 
I am very much interested in this very excellent pres- 
entation of the subject by Dr. Feldman. I think that 
there are two or three points to emphasize. One is 
that in luetic heart disease we get positive Wasser- 
mann’s tests in only about 80 per cent. of the cases, 
whereas you might expect that if you were going to 
get positive Wassermanns in any group of cases it 
would be those in which the blood vessels themselves 
were involved. 

In the differential diagnosis, I think there is one 
thing to be mentioned that we see not infrequently in 
patients of the same age as those who are apt to get 
the luetic aortitis, in the forties and fifties—that is, a 
somewhat dilated aorta that is found in many of the 
hypertensive heart cases. You get almost as much dila- 
tation as you do in the syphilitic. Of course you may 
have both a hypertensive disease and a syphilitic dis- 
ease in the same patient; but, on the whole, you are 
not apt to get as high a pressure in the syphilitic aorti- 
tis with dilatation as you do in the cases of hyperten- 
sive disease with dilatation of the aorta. 

Another point to emphasize is that in these syphilitic 
cases when heart failure symptoms arise, the prognosis 
is much worse than in either the hypertensive form or 
in the rheumatic form, although occasionally we see a 
case, such as I have in the hospital now, who has a 
syphilitic heart and also tabes, and who has been under 
observation for three or four years since the first onset 
of the symptoms of heart failure. He has been in the 
hospital on two or three occasions and now has been 
in for several months; but in the meantime he has been 
able to do light work off and on—work as a watchman 
or something of that sort. 

I think that some of the bismuth and arsenical prepa- 
rations for intramuscular injection are perhaps par- 
ticularly good in this type of case; but the main thing 
is to be very careful in your use of therapy and rely 
rather on small doses over a long period of time than 
on the usual intensive therapy. 

Dr. Walter S. Priest (Chicago): I would like to 
call attention to a group of patients, with which I am 
sure Dr. Feldman is acquainted, who have luetic aortitis 
and yet who are in the thirties and early forties rather 
than later on, as most of them are. The cases of 
sudden cardiac death which we see in the thirties and 
even in the early forties are more frequently due to a 
luetic aortitis than I think we generally believe. In 
these patients the cardiac symptoms are apt to be lack- 
ing or very slight. 

I recall one such patient, a woman of thirty-five, 
who came to the office with symptoms pointing mainly 
to a gall bladder disturbance, went home that day pre- 
paring to come into the hospital the following morn- 
ing for observation, had a severe attack of epigastric 
pain that night, developed pulmonary edema _ very 
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quickly, and died within a few hours. At autopsy she 
had the most marked luetic aortitis I ever saw. 

Of course, luetic aortitis can be associated with 
arteriosclerosis, so that in the same patient you may 
have both luetic aortitis and sclerosis of the coronary 
arteries, which makes the diagnosis difficult and which 
may not be determined except at the postmortem table. 

Dr. L. Feldman (Chicago): I wish to thank the 
doctors for their interesting discussions. Now, to 
differentiate between the findings in hypertension and 
those of luetic aortitis is not easy, for both give similar 
heart findings. The Wassermann reaction, when posi- 
tive is of course of much value; but response to specific 
therapy, I mean the alleviation of symptoms, is of equal 
value; but these factors do not tell us which of the two 
conditions is responsible for the findings. Regarding 
the height of the systolic pressure in luetics, our im- 
pression has been that it can go up as high as in hyper- 
tensives. I have in mind a few patients in our clinic 
whose systolic has been around 220-240 for a long time. 
True, we have not seen readings of 280 or 300, and that 
may be because they do not live long enough. 
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Within the past fifteen years the treatment of 
pulmonary tuberculosis has been complicated by 


the development of collapse therapy. I say 
complicated because before that time the physi- 
cian treating the disease felt that his responsi- 
bility was ended if he put the patient to bed, 
bolstered up his morale, or perhaps sent him to 
the southwest. The treatment was largely a 
matter of watchful waiting and there was little 
to be done if progress was not in the right di- 
rection. 

Today the treatment of tuberculosis is one of 
the most difficult branches of the medical art. 
The value of climate has been shown to be slight 
and rest in bed to be the basis rather than the 
structure of the therapy. Each case from day 
to day, from week to week, and from month to 
month presents problems and emergency situa- 
tions which are not the less real because they 
develop slowly and are heralded by no striking 
symptoms or signs. To start artificial pneumo- 
thorax or to perform a thoracoplasty when the 
patients would have recovered without them 
must be avoided and yet in many cases to delay 
a day or a week too long is to have denied the 
patient the one chance that he had for recovery. 
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Such problems arise in practically every case 
and in looking through any series of serial 
roentgenograms of patients dead or hopelessly 
advanced, one can pick out points at which he 
can say, “At this point phrenicectomy would 
have been possible-——at this place artificial 
pneumothorax should have been done,—here 
thoracoplasty, etc.,” until he comes to a place 
where he can say only, “At this point it became 
too late for any form of collapse therapy.” 

Because the treatment of tuberculosis now 
makes great demands upon the physician’s skill, 
experience and judgment, because it has become 
an active art rather than a passive drag, the 
question of which sanitarium a patient shall be 
sent to has become definitely secondary to the 
choice of the physician to whose care he shall be 
entrusted. It is no longer enough that he have 
a pretty room and a fair prospect from his 
window. 

The development of collapse therapy has been 
slow. It has had to overcome skepticism and 
opposition and has been able to do it only by the 
presentation of statistics, which defy argument. 
Not the least obstacle in its path has been the 
nature of the disease. Tuberculosis never seems 
as serious as it is. Walking through a sani- 
tarium and seeing the apparent soundness of the 
patients, a large percentage of them present the 
picture of health, it is hard to realize that with- 
out collapse therapy fifty per cent. of them will 
die of the disease within five years,—more in 
the next five years, and still more in the next. 
In spite of these statistics, it is hard in any 
given case for the doctor and even more so for 
the patient, who does not look or feel especially 
ill, to realize that an emergency may exist and 
to decide on some more radical course of therapy. 
It is hard to realize that it is a greater mistake 
not to start collapse therapy when it is indicated, 
than not to recognize and operate upon a case 
of acute appendicitis. Most cases of moderately 
or far advanced tuberculosis will die unless the 
diseased lung is further rested. I talked recently 
with a specialist in tuberculosis who was ex- 
tremely pessimistic about the eventual recovery 
of anyone with active disease, who still was more 
extremely conservative about advocating collapse. 
It was simply that in his mind rest in bed had 
always been the treatment for tuberculosis and 
he saw no reason to change. 
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The basis of collapse therapy is extremely 
rational. We have but one specific remedy for 
tuberculosis—rest. In whatever organ of the 
body tuberculous infection occurs, putting that 
part absolutely at rest is the single therapeutic 
measure which can be counted on to discourage 
spread and favor healing. The parts of the body 
most frequently and seriously attacked by the 
disease are those subject to motion. These are 
the lungs, the joints, the larynx and the bowels. 
The treatment for tuberculosis of the larynx is 
silence, of the joints fixation, of the bowels 
opium and colostomy and of the lungs rest in 
bed and the measures for inducing local rest. 

All of the surgical procedures used in the 
treatment of pulmonary tuberculosis aim to put 
more completely at rest and to collapse the parts 
of the lungs affected by the disease. These pro- 
cedures are extraction of the phrenic nerve, arti- 
ficial pneumothorax, and extrapleural thora- 
coplasty. Numerous other operations have been 
used and are being developed, but the indica- 
tions for them are doubtful and the benefits in 
question. 

The most important question in connection 
with this subject is that of indications. When 
is one to apply which procedure? At present 
there is no rule to follow. As with most new 
and many old surgical procedures there has 
been a tendency to apply these only as an ex- 
treme measure. At the present time there is a 
definite and rapid trend towards their earlier 
application. 

It seems logical that since rest is the sole 
remedy we have for tuberculosis that this should 
be applied as early as possible and as completely 
as possible. There should be the single restric- 
tion that the risk and disability incident to the 
procedure ‘be not greater than that incident to 
the disease. 

In malaria one does not wait to give quinine 
or in syphilis to give arsenic until the patient is 
nearly dead; nor does he withold operation in. . 
acute appendicitis because he knows that 80% 
of the patients will recover without it. In each 
instance the remedy is applied as soon as the 
diagnosis is made because the risk incident to 
it is less than that incident to the disease. 

There is no risk connected with blocking or 
extracting the phrenic nerve and very little with 
artificial pneumothorax. Thoracoplasty, a pro- 








cedure employed only when rest in bed and all 
other measures have failed, has a mortality of 
only 5%. 

One hesitates to make radical statements 
knowing how often the course of events renders 
them ridiculous; but I do not feel that one is 
radical in advocating the early application of 
collapse therapy in tuberculosis. One knows that 
it is efficacious, that it carries little or no risk, 
and that the disease is extremely serious. 

It is my opinion that every case of unilateral 
pulmonary tuberculosis, and many that are bi- 
lateral, should be treated surgically. Because 
blocking or extraction of the phrenic nerve is 
the least serious procedure, I feel that that 
should be tried first. If, following this, progress 
is not satisfactory, artificial pneumothorax 
should be instituted. If one or both of these are 
done early, the indications for thoracoplasty 
will practically disappear and the case that does 
come to it will be charged to the negligence of 
the directing physicians. 

In advocating induction of paralysis of the 
hemidiaphragm before artificial pneumothorax, 
there are many factors to be considered. Those 
opposed to it will present many objections. They 
will say first of all that it is permanent. To this 
one can say firstly, that it is not permanent if 
the nerve is blocked rather than extracted, sec- 
ondly, he can say that once a person has had 
moderately advanced tuberculosis in a lung some 
permanent rest of that lung is advisable to insure 
against reactivation. 

Others will say that paralysis of the hemi- 
diaphragm does little if any good and that it is 
useless to temporize before proceeding to arti- 
ficial pneumothorax which provides a more com- 
plete and satisfactory collapse. It has been my 
experience in a series of over 300 cases treated 
by phrenicectomy that it is of definite value in- 
ducing arrest in many cases, even those far ad- 
vanced, and cutting down decidedly the indica- 
tions for artificial pneumothorax and _thorac- 
oplasty. Furthermore, it is my belief, and that 
of many others, that every patient who has 
pneumothorax should have also a phrenicectomy. 
Not only does a paralyzed diaphragm aid in the 
ccllapse but it permits one to discontinue the 
treatment earlier. The paralyzed diaphragm 
rises as the air absorbs more easily than the dis- 
eased lung re-expands, with the result that one 
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obtains a partial permanent collapse of the af- 
fected part. 

How long one should wait after phrenicectomy 
before proceeding to artificial pneumothorax 
varies with each case. It is my tendency at the 
present time to start the pneumothorax early, 
sometimes at the same time as the operation and 
then, depending upon the degree of involvement, 
allow an early gradual re-expansion. 





NON-TUBERCULOUS SPONTANEOUS 
PNEUMOTHORAX 
Max BIESENTHAL, M. D. 
Medical Director, The Winfield Sanatorium, Winfield, Illinois. 


Associate in Medicine, Michael Reese Hospital 
and 


Morris Snyper, B. S., M. D. 
CHICAGO 


In a review of the literature on the subject of 
spontaneous pneumothorax of non-tuberculous 
origin, one gets the impression that this condi- 
tion is relatively rare and that up to the present 
time there are only about 200 cases on record. 
We are taking this opportunity of reporting 12 
cases, all of whom are from private practice and 
were seen incidentally in the course of our rou- 
tine work. It would be impossible to say how 
many patients have had this accidental condi- 
tion who have never seen a physician, or the 
number that have been unrecognized especially 
in the days before complete x-ray examinations. 
The largest number of cases of spontaneous 
pneumothorax that have been reported are those 
cases that have occurred in the course of a pul- 
monary tuberculosis. 

In the present discussion I am not concerned 
with those of tuberculous origin but simply de- 
sire to impress upon you that the so-called idio- 
pathic or non-tuberculous spontaneous pneumo- 
thorax occurs frequently and it is a matter of 
close study of each individual chest coming to 
us for examination. It has been our experience 
that there is no definite etiological factor for the 
causation of this condition. That while we have 
cases which have occurred following heavy lift- 
ing, playing football, or other types of undue 
exertion, yet there are some in our series where 
the rupture of the pleura has followed no ap- 
parent external influence whatever. This ex- 
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perience corresponds with that reported in the 
medical literature. 

We are deeply appreciative of the fact that one 
of the most popular ideas is based on the pres- 
ence of emphysematous blebs on the surface of 
the lung which rupturing permits the air to en- 
ter the pleural cavity and produce the typical 
clinical picture of a pneumothorax. There is 
nothing in the physical findings or the x-ray 
findings of the side involved to differentiate this 

ondition from that of a similar process occur- 
ring in the course of a pulmonary tuberculosis 
yet the following clinical exceptions must be con- 
sidered : 

1. That the history as given by the patient 
fails to reveal any symptoms that might be in- 
terpreted as being due to infection with the 
bacillus of Koch. 

2. That the contralateral lung usually in- 
volved is free from disease in contradistinction 
to our experience that in patients afflicted with 
tuberculosis in whom we find a spontaneous 
pneumothorax, we also find extensive involve- 
ment in the other lung. 

3. It has been our experience that only one 
of our patients developed fluid in contradistinc- 
tion to the findings in the field of tuberculosis 
that if the patient survives the rupture of the 
pleura for any length of time, fluid invariably 
appears. 

4. There are patients who have had little or 
no rise of temperature and were, in fact, free 
from all symptoms except those incidental to the 
mechanics involved, namely, chest pains and 
dyspnea. . 

5. That all attempts to establish a diagnosis 
of tuberculosis by laboratory methods or animal 
inoculation fail to demonstrate the presence of 
the tubercle bacillus. 

Treatment. We have placed our cases in in- 
stitutions and have given them the classical rest 
treatment employed in sanatorium care. We 
have kept patients at home and found that our 
results were as good in one method of care as 
in the other. Rest in bed following the occur- 
rence is imperative and this rest should continue 
until all subjective symptoms have disappeared. 
In the majority of our patients the air was ab- 
sorbed very rapidly so that at the end of four to 
six weeks the lung had re-expanded. In one of 
our patients about four months elapsed before 
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complete expansion occurred. With this patient 
we employed the blowing-in-bottle method of at- 
tempting lung expansion and believe that it ac- 
celerated her recovery. 

Of the 12 patients on whom we are reporting, 
there have been 9 males and 3 females. Hight 
patients have had a right sided involvement and 
4 have had a left. The age group has varied 
from 18 to 49 years of age. The occupation has 
varied from that of school boys in two cases to 
office workers and laborers. As far as could be 
elicited from the history, the majority of our 
patients were in those occupations that did not 
entail severe physical strength. 


Case 1. Female, aged 30 years, cashier, first seen 

August 17, 1923. Her only symptoms at time of ex- 
amination were those of cough and palpitation. While 
at work in a cashier’s booth developed a sudden pain 
in the right chest. A clinical diagnosis of right sided 
pneumothorax was made. This was our only patient 
that in the course of treatment developed fluid. Rest 
in bed four weeks was the only treatment employed. 
The patient has been seen at frequent intervals since 
that time. There has been no recurrence of the con- 
dition or any evidence, by any method of study, that 
tuberculosis was the cause of the pneumothorax. The 
patient has since married, has retained her position, and 
when last seen, June 8, 1931, lungs apparently free of 
any pathological condition. 
Male, aged 36 years, salesman, first seen 
February. 27, 1924. Stated that two weeks previously 
had a pain in his right side. Aside from dyspnea and 
a slight pain in the right chest, he was free from symp- 
toms. A right sided pneumothorax was found. It is 
of interest that in this case the Coin test was positive— 
the only case in our series. He made an uneventful 
recovery. He has been seen at intervals since then and 
has remained free from any and all trouble referable 
to his chest. Five years ago he was operated upon 
for a complete extirpation of the gall bladder. 

Case 3. Male, aged 30 years, laborer, first seen 
October 17, 1927. Following undue exertion, while at 
work, pain developed in the right chest. A right sided 
pneumothorax was found. Complete recovery follow- 
ing rest in bed. No further symptoms or findings have 
developed since 1927. 

Case 4. Male, aged 31 years, accountant, first seen 
November 10, 1928. Stated that two weeks previously 
had developed a sudden pain in the right chest. A right 
sided pneumothorax was found. Patient put to bed at 
home. Complete recovery. His physician reports him 
as well and free from any evidence of chest disease at 
the present time. 

Case 5. Male, aged 19 years, college student, first 
seen June 27, 1927. While playing basket ball de- 
veloped a marked palpitation; no pain, no dyspnea. A 
left sided pneumothorax was found. This patient has 
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been seen by me at intervals since then and has re- 
mained well. 

Case 6. Male, aged 42 years, clerk, first seen Sep- 
tember 3, 1929. Had marked dyspnea as his only 
symptom; no pain at any time. A right sided pneumo- 
thorax was found. The usual home treatment resulted 
in complete recovery. No untoward developments since 
that time. 

Case 7. Female, aged 28 years, housewife by occu- 
pation, first seen April 12, 1930. Complaining of pain 
in the left chest and cough. A left sided pneumo- 
thorax found on examination, her heart dislocated to 
the right. Received hospital care; made a complete 
recovery. One year later gave birth to a child. No 
recurrence of symptoms. Six months ago reexamined 
and found negative for any lung disease. 

Case 8. Female, aged 21 years, typist by occupa- 
tion, first seen May 6, 1929. Sudden pain in the left 
chest a few days previously. A left sided pneumo- 
thorax present. She was in a sanatorium for four 
months. This patient’s lung showed no tendency to 
expand under treatment until we resorted to having 
her blow in a quart milk bottle as an aid to reexpan- 
sion. This patient was seen a few weeks ago. There 
has been no recurrence of the condition and there is 
no evidence of a tuberculosis. 

Case 9. Male, aged 49 years, merchant, first seen 
September 15, 1928. Complaining of marked dyspnea 
and pain in the right chest. This had followed in the 
course of a golf game. A right sided pneumothorax 
was found. Hospital care for four weeks resulted in 
complete absorption of the air. Patient seen a short 
time ago; no further lung findings. 

Case 10. Male, aged 19 years, a bank clerk, first 
seen November 6, 1926. A few days previously de- 
veloped a severe pain in the left shoulder while at- 
tempting to lift a heavy mail bag. A left sided pneu- 
mothorax was found. He was placed in a sanatorium 
for six weeks. Complete recovery. A year later was 
reexamined and found free from all evidences of lung 
disease. 

Case 11, Male, aged 18 years, office work in a hos- 
pital, first seen March 9, 1929. Without any previous 
warning developed a pain in the right chest. Tuber- 
culosis was strongly suspected in this case owing to 
the fact that he had lived in the same home with a 
sister who was an active case of pulmonary tuber- 
culosis. A right sided pneumothorax was found, but no 
evidence of a pulmonary tuberculosis. He was placed 
in a sanatorium where he remained six weeks. An 
apparently complete recovery was made. He has been 
reexamined at frequent intervals but has never shown 
any evidence of tuberculous disease nor presented any 
symptoms suggestive of its presence. He is working 
as a night clerk at the hospital and attending medical 
school during the day. 

Case 12. Male, aged 18 years, student, first seen 
January, 1931. While engaged in a basketball game 
developed a sudden pain in the right chest. A right 
sided pneumothorax was found. Rest in bed at home 
for three weeks resulted in complete absorption and 
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lung expansion. The boy is back in school and his 
physician reports no lung findings. 

Comments. From the foregoing cases it must 
be apparent that contrary to the popular belief, 
tuberculosis is not the cause of all cases of spon- 
taneous pneumothorax. 

That the frequency of this condition, espe- 
cially in the course of private practice, is un- 
doubtedly greater than the reports in the litera- 
ture lead one to believe. 

That the condition is readily amenable to treat- 
ment in the way of complete bed rest. 

307 North Michigan Avenue. 





INFLUENCING SUCCESSFUL 
PROSTATECTOMY* 


Frank M. Puirer, M. D.,} anp 
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CHICAGO 


By the phrase successful prostatectomy, we 
mean the removal of vesical obstruction due to 
changes in the size and configuration of the 
prostate gland without consequent loss of life, 
with return of function to the bladder and the 
patient to a useful active life and not to a con- 
dition of invalidism. 

When this title was suggested and accepted, 
we did not at the moment realize how compre- 
hensive it would be, carrying as it does the im- 
plication of reduced mortality and morbidity and 
the importance of the economic phase of the last 
mentioned term. Thus we must consider all 
those factors, negative as well as positive; those 
which we control as well as those beyond our 
ken and influence. 

As to the etiology of prostatism, we can do no 
better than to refer you to the now classic quota- 
tion from Sir. Benjamin Brodie :? 

“When the hair becomes gray and thin, when 
atheromatous deposits invade the arterial walls, 
when there is formed a white zone about the 
cornea, at the same time ordinarily, I dare say 
invariably the prostate increases in volume.” 

Our statistics and those of others show that 
most of the patients seeking relief from pros- 
tatic disease do so between the age of sixty-five 
and sixty-nine years and that the average age is 





*Read by title at Annual Meeting of Illinois State Medical 
Society at East St. Louis, May, 1931, 

tProfessor Urology—Loyola University Medical School. 

tClinical Instructor Urology—Rush Med. Coll. of U. of C. 
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sixty-eight and eight-tenths years. More than 
eighty-five per cent. are afflicted between the ages 
of fifty-five and seventy-nine years. Age then 
is one of the vital factors with which we are 
concerned, though it is the age of the disease 
more than the age of the patient. 

While it is not our desire to enter into the 
pathology of prostatism, we wish to point out 
that in a large number of cases, approximately 
sixty-five per cent. of those who are finally forced 
to seek surgical relief, symptoms of prostatic 
disease have been present for four or more years. 
In other words, because of failure of recognition, 
or failure to impress the patient with the gravity 
of this condition, this large group of patients 
continue to suffer from the effects of a progres- 
sive disease which involves first the renal-cardio- 
vascular combination and later manifests itself 
in the diminished efficiency of the other func- 
tions of the organism. 

What is the significance of this failure to 
recognize the disease, or the failure to impress 
the patient with the need of adequate therapy? 
Its significance lies in the fact that most of these 
patients, unless they die meanwhile, will present 
themselves for proper treatment when the rav- 
ages of the disease has made them poor surgical 
risks and has produced a condition akin to gen- 
eral debility. Specifically, they are left with a 
badly damaged urinary mechanism, with a blad- 
der whose function was already reacting to the 
effects of a senescent fibrosis when the additional 
burden of overcoming obstruction to the urinary 
stream was placed upon it. 

It is quite obvious that the more advanced 
these changes are in the bladder, the less we may 
hope for in the return of function approximating 
the normal. There is little doubt that in a large 
percentage of cases prostatectomy done as a last 
resort on patients whose history extends back 
many years does little more than reduce the 
severity of the symptoms and does not, and never 
can, produce a cure. 

The responsibility for the late operative treat- 
ment of the patient with prostatic disease does 
not rest alone on the general practitioner, the 
general surgeon or the internist. Surprising 
though it may be, many urologists have shown a 
tendency to delay operation until bladder de- 
compensation has been established, to consider 
the degree of such decompensation as shown by 
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the amount of residual urine as the indication 
for operation, or to wait until the symptoms are 
pronounced and the patient unable to endure 
longer—all palliative measures having failed. 
This attitude is not less culpable than that of 
those outside of the urological specialty who per- 
mit patients to go on to complete retention and 
even then refer them to surgery, only when cath- 
eterization is no longer possible, or when exhaus- 
tive search of the pharmacopeia fails to yield a 
drug which will ameliorate the intensity of the 
symptoms. 

At one stage in the development of prostatic 
surgery, the above practices were unquestionably 
more commendable because the high mortality 
of suprapubic prostatectomy made operative 
procedure the greater of two evils, and sincere 
medical advisers certainly hesitated to recom- 
mend such a dangerous type of therapy to a man 
whose productive years might still have been 
many. Possibly some of the indications men- 
tioned, and unfortunately still adhered to by 
many, are an inheritance from the age of peril- 
ous prostatectomy intensified by the admirably 
normal instinct to preserve life as long as pos- 
sible. Thus we join Edwards? in his strong 
condemnation of the practice of “cooking a pros- 
tate” until it is bad enough for operation. 

It is our belief that any patient having the 
usual symptoms of, or symptoms suggesting 
prostatic disease, with or without residual urine, 
and who on examination shows any of the stig- 
mata thereof, viz: enlargement of the gland on 
digital palpation, and on cystoscopic examina- 
tion such features as elongation of posterior 
urethra, trabeculation of the obstructive type, 
hypertrophy of the trigone, intrusion of adeno- 
matous tissue into the posterior, or prostatic 
urethra or beyond the vesical neck, is then and 
there without further procrastination entitled to 
that type of medical management and surgical 
treatment which will most safely remove the 
condition threatening his well-being and reduc- 
ing his expectancy of life. 

Reduction of the average age at which the 
patient is presented for surgical relief, with the 
consequent reduction in the degree of pathologic 
and degenerative changes, which occur in the 
renal-cardio-vascular system and are directly 
and indirectly responsible for those disease enti- 
ties which so often complicate prostatic surgery, 
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is the first step in making a successful pros- 
tatectomy. 

Advocates of palliative treatment are not lack- 
ing, but do they fully realize that since their 
methods are palliative, rather than curative, the 
great majority of their patients must ultimately 
yield to surgery when they are least fitted for it 
and that many may and have succumbed to the 
very methods which were expected to palliate 
their misery? Until we have some basic prin- 
ciple of glandular or specific chemical therapy 
which, when used, will definitely remove the 
pathologic prostate from the field of surgery, 
then only can we abandon surgical intervention. 

In the following we have attempted to give 
those additional factors which we believe in- 
fluence successful prostatectomy. Our practice 
and the conclusions therefrom have been based 
on the preprostatectomy mortality, operability, 
prostatectomy mortality and ultimate functional 
rates. Diminished vesical function in any degree 
gives the morbidity rate. In this way only can 
we arrive at any comparison of the relative 
values of different methods of management and 
treatment. 

The most important factor to be discussed is 
undoubtedly the classification of, and prepara- 
tion of the patient. This resolves itself into the 
clinical and laboratory estimation of his natural 
resources and defects to determine what resist- 
ance he has to offer to any unfavorable reaction 
occasioned by a procedure undertaken to restore 
the urinary tract to as nearly a normal state as 
possible. Although the literature abounds with 
articles on the preparation of the patient, never- 
theless experience indicates that this phase, even 
now, has not been overemphasized. 

The classification given is one that is in rather 
general usage and divides all patients with pros- 
tatism into four groups, viz: 


A. Early cases with small or no residual 


urine. 

B. Cases with large residual urine, with the 
history of catheter life. 

C. Cases with large residual urine and no 
previous catheterization. 

D. Cases with complications. 

On admission all patients are subjected to the 
usal routine laboratory procedures, red and 
white cell count, hemoglobin estimation and 
blood pressure determination. In patients with 
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any degree of anemia, differential blood smears 
are made. Wassermann is, of course, routine. 
A flat x-ray of the genito-urinary tract, pri- 
marily for the detection of stone and osseous 
metastasis, is of the utmost importance. In 
many cases, after a period of prolonged drain- 
age and after blood chemistry estimation indi- 
cates a stabilization of the renal function, ex- 
cretion roentgenograms are made so that some 
conception of the structural damage to the uri- 
nary tract may be obtained. This is one of the 
indications for excretion urography. Cys- 
tography is indicated in those cases where it is 
felt cystoscopy might not be done without un- 
fortunate sequelae. However, there is no desire 
to create the impression that cystography can 
ever replace cystoscopy as a means of investiga- 
tion. An admission blood chemistry estimation 
is made and on this is based the effect of subse- 
quent treatment. Phenolsulphonphthalein esti- 
mations are not routine—being used principally 
in the cases of long standing disease where there 
has been little change in the blood chemistry 
reports, and it is desirable to check these—as it 
is not unusual to have increased excretion of 
phthalein with no corresponding fluctuation in 
the blood chemistry. The practice formerly was 
to run these estimations in parallel, but in the 
last two years this has not been found necessary, 
except as previously stated. The urea nitrogen 
and creatinine estimations are the most informa- 
tive. Blood sugar estimations are made on 
patients with a suspicious history, or with 
marked arterio-sclerosis. Blood pressure read- 
ings twice daily, until no variation is noted, are 
of extreme importance during the drainage’ 
period and indicate what one may expect from 
the myocardium. This is especially true when 
fluids are being forced and unfavorable varia- 
tions of pulse pressures occur during periods 
when the intake is greatest. To a limited extent, 
this gives an index of myocardial capacity and 
probably also indicates the level beyond which 
fluid intake is dangerous during the _post-opera- 
tive course. Finally an index of renal function 
is indicated by the capacity to take and excrete 
fluids as shown by the daily intake and output 
chart, although one must not forget. the limita- 
tions in so doing. 

Groups A. and B. are the two groups which 
may be prostatectomized without delay, except 
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as occasioned by the regime outlined above, 
which may consume several days’ time. During 
this period an indwelling catheter (of the hollow 
tipped, two-eyed variety of Robinson) is in- 
serted. This enables an accurate record of out- 
put of urine, of excretion tests of other types 
and permits sleep which is otherwise often in- 
terrupted by nycturia. Hydration of the patient 
is more easily obtained prior to operation when 
the necessity of frequent voiding is eliminated. 

Groups © and D undoubtedly represent that 
prostatic element which, in the previous genera- 
tion, nearly always succumbed to suprapubic 
prostatectomy and in the run of cases all over 
the country still do, except when treated by the 
urologist or the general surgeon doing consider- 
able urological surgery. 

It is these groups which require the maximum 
preparation and observation. Likewise, it is 
here that the internist renders the greatest as- 
sistance and support, but as his work is to be dis- 
cussed by another, we do nothing more than men- 


tion it. We shall discuss only the one feature 


of preparation not previously mentioned, namely, 


drainage. 

Drainage, in all but the very exceptional cases, 
is initiated by the insertion of an indwelling 
catheter. The exceptions are those patients who 
have suffered extreme traumatization as a result 
of attempts to catheterize outside of the hospital 
and the rare case of tight stricture. Even these 
last may be rapidly dilated and a catheter in- 
serted, but this practice is not recommended as 
a routine. The high percentage of cases drained 
by us with the indwelling catheter is not ex- 
ceptional. Deaver, Hunt, Squier, Young, Cecil 
and numerous others attest to its efficiency. It 
is employed because of the simplicity of its in- 
troduction and because we believe it the only 
reliable method of decompression. We are not 
convinced that a closed hydrostatic system can 
be obtained by any of the techniques of supra- 
pubic decompression now in vogue, (although 
the instrument of Kidd more nearly approaches 
the ideal than any other with which we are 
familiar)—nor are we satisfied that the dangers 
of rapid decompression are overcome by drawing 
off all, or part, of the retained urine and replac- 
ing it immediately with sterile solution. Im- 
mediately is not fast enough. In many cases it 
seems that the renal congestion which occurs is 
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in the nature of a reflex and is instantaneous. 
The teaching* that the patient suffers (uremia) 
because the bladder once emptied is not kept 
emptied, is erroneous and responsible for much 
of the grief that has occurred during the at- 
tempted preparation of patients by this method. 
One instance in which the replacement technique 
was inadvertently put to use has convinced us 
that immediately is not fast enough. It cannot 
be questioned, however, that a bladder once 
emptied and allowed to become distended again 
is more susceptible to infectious processes. This 
is a different mechanism in the production of 
mortality than the instance cited below. 

A patient whom we considered to be in good 
condition (with more vesical retention than was 
estimated by percussion) was brought to the 
operating room at 9:00 A. M. for a cystoscopic 
examination. On the introduction of the cysto- 
scope he experienced more pain than usual, 
strained hard and forced the telescope, which 
was not securely locked, out into the operator’s 
hand. A thumb was immediately placed over 
the opening in the sheath and the bladder loss 
replaced with sterile water. The simple observa- 
tion cystoscopy was finished in a few minutes 
and the patient returned to his room. At 11:00 
A. M. the patient was maniacal, tongue glazed 
and dry, skin dry and shackles were necessary to 
restrain him. In spite of the effort to control 
the situation, the patient died at 3:00 P. M. 
Necropsy could not be obtained. 

Our uniform practice is to connect a tube to 
the catheter on the other end of which is a “Y” 
tube. This is elevated above the abdominal level 
to a height at which only a few drops of urine 
pass over into the receptacle with each respira- 
tion. The level of the tube is gradually lowered 
from day to day until the bladder level is 
reached. 

The other method is to connect six to eight 
inches of gum rubber tube to the catheter. The 
other end of this is closed by a Murphy clamp. 
Decompression is accomplished by allowing one 
ounce of urine to escape at the first evacuation 
and an ounce additional every two hours until 
the bladder is completely drained. Blood pres- 
sure readings are an important control at this 
time. 

Group D. represents those patients in whom 
it is impossible to insert a catheter because of 
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trauma or trauma and hemorrhage resulting 
from previous attempts to catheterize, or as a 
result of repeated catheterization ; the occasional 
patient who is markedly irritated by the presence 
of a catheter; those with urethritis and periure- 
thritis; abscess of the lower urinary tract or 
calculus. It is also necessary to include the 
senile patient, who is constantly toying with the 
catheter, and the patient of any age who is 
always adjusting it feeling that he can do it just 
a little better than his physician. These cases 
fall into the category in which suprapubic drain- 
age gives the best ultimate result. Where the 
residual is considerable, as determined by phys- 
ical examination or urography, drainage is at- 
tempted by the indwelling character, even 
when the use of sedatives may be necessary to 
make it tolerable. Suprapubic drainage is made 
a few days later. In prostatic obstruction, com- 
plicated by diverticuli, one may invariably drain 
with an indwelling catheter with utmost satis- 
faction. 

The next factor of importance is the operative 
procedures concerned in the management of the 
prostatic. As intimated elsewhere, cystoscopy is 
made whenever there is no contra-indication. If 
one did not examine patients in this manner, he 
could not truthfully advise them as to their con- 
dition and would be lacking sufficient data to 
achieve satisfactory results in the majority of 
patients. 

The operation of vasectomy is of importance 
because the epididymitis that may follow, or even 
precede prostatectomy, is often more of a threat 
to life than prostatectomy itself. Vas ligation 
and vasectomy have done more to eliminate this 


complication than any one other procedure. We 
formerly performed subcutaneous vas ligation, 
using at first silkworm and then chromic gut. 
The first was difficult to remove in some patients. 


With the latter epididmitis has occurred as a 
much delayed complication. Vasectomy takes 
but a few minutes longer, the integrity of the 
vas is destroyed by resecting as much as one 
centimeter and there is no secondary complica- 
tion. It is a surgical procedure and more effi- 
cient. Vas ligation subcutaneously is unsurgical. 
Vasectomy is ideally performed before any in- 
strumentation of the patient. This is not often 
possible. If it were possible of attainment, epi- 
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didymal involvement following prostatectomy 
would be a rarer occurrence. 

The type of operation is next to evaluation 
and preparation the most important factor 
within our control. We have no intention of 
being controversial, but we cannot but help note 
the trend of the times, as portrayed by the litera- 
ture, during the last decade, or as shown in the 
attitude of many urologists, who formerly advo- 
cated suprapubic prostatectomy exclusively. In 
deciding the type of operation, the pathology 
present should dominate the making of a choice. 
Suprapubic prostatectomy is indicated only in 
one type of obstruction, i. e., the large trilobular 
intravesical adenoma. The reason it is favored 
in this type of obstruction is because sphincter 
control is supposed to be more slowly regained 
if the perineal route is followed. Although we 
do not hesitate between the choice of possible 
death and partial incontinence, we unhesitat- 
ingly advocate the latter in cases where survival 
after suprapubic prostatectomy is questionable. 
If we had been trained by Young, or one of his 
pupils, we might reasonably be accused of par- 
tisanship, but the technique of perineal prosta- 
tectomy was finally undertaken by one of us in 
an effort to reduce the then appalling mortality 
of the suprapubic operation. The concession is 
now made by advocates of routine suprapubic 
prostatectomy that the urologist should be 
equally familiar with both techniques and the 
opinion has been expressed that one is not a thor- 
oughly qualified urologist unless he is capable of 
doing all the surgery of the genito-urinary tract 
which a thorough knowledge of the perineum 
permits. 

Reasons for choosing the perineal operation 
in the great majority of our cases, are listed 
below. We know that many do not have an ac- 
curate conception of the advantages of this 
route. 


1. The field of operation has a natural im- 
munity to infection. It is the point of most de- 
pendent drainage. Block anesthesia, without the 
additional use of infiltration or general anes- 
thesia, may be used. A visual exposure of the 
field of operation is unavoidable. One does not 
rely on blind palpation. Solution of the vascular 
bed is reduced. The peritoneum is not in the 
field. The gland can be enucleated under vision 
with care and deliberation. There need be no 
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haste and as a consequence hemostasis is secured 
easily by suture and hemostatic bag. Hemo- 
stasis of oozing is present in a few hours; if the 
patient decides to remove the bag he can do it 
only one way and without injury to himself, ex- 
cept for momentary pain. The operative zone 
of the perineum is that of election in the patient 
with the thick pendulous abdomen, easily in- 
fected, slow to heal. Fibrous, fibro-adenomatous 
and carcinomatous prostates are more easily 
dissected. The bladder neck may be pulled 
down in the wound without appreciable trauma- 
tization and carefully inspected as to thorough- 
ness of enucleation, thus tags, abberant nodules 
of adenomatous issue and sub-trigonal glands 
may be easily removed. The bladder suffers a 
minimum of immobilization and there is less 
disturbance of function because of its ability to 
completely collapse. 

2. As a consequence of the natural advan- 
tages of the perineal region for operative tech- 
nics, the patient derives the following benefits, 
viz: 

a. Hemorrhage great enough to cause any 
appreciable variation in the pulse rate is prac- 
tically unknown. If hemorrhage of secondary 
character, likewise extremely rare occurs, it can 
be quickly controlled by a reopening of wound 
and suture or packing of the bleeding area with- 
out the danger of shock. 

b. Pelvic cellulitis and its complications is 
unknown. Goldstein and Abeshouse® in their 
recent admirable study could find no instance in 
the literature and Young was without knowledge 
of a single case following perineal prostatectomy. 

c. Epididymitis is less common even without 
vasectomy. 

d. There is an absence of shock, less than 
ten per cent. and as a result patients are invari- 
ably up in a chair in four to six days and often 
walking about the corridors by the end of a 
week, 

e. The type of drainage (dependent) favors 
early closure of wound, a shorter drainage 
period, and absence of persistent fistulae.* There 
is minimum drainage through the wound after 
the twelfth to the fifteenth day and patients are 
dry meanwhile; dressings become wet only on 
attempts to urinate. 

f. Urination returns more quickly. Control 
of urine occurs more rapidly and is more com- 
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plete, despite general opinion to the contrary. 
Functional results are better, symptoms are 
absent, dependent, we believe on increased mo- 
bility of the bladder and diminished amount of 
scar tissue in the old prostatic bed as a result of 
cleaner dissection following enucleation. 

g. Myocardial damage is reduced to a min- 
imum because of the absence of shock and subse- 
quent post-operative distention with its toxicity 
and the physical effect of distention by direct 
pressure on the diaphragm. Gastric dilatation 
is practically unknown,’ with its associated tre- 
mendous alteration of the metabolism with myo- 
cardial damage and high mortality. 

We do not elect the suprapubic route routinely 
for the following positive reasons: 

1. The tissue exposure is greater, the opera- 
tive field is more susceptible to infection and 
absorption and while the absorption may be 
slight, nevertheless, it may be quite sufficient to 
be more than can be borne by debilitated pa- 
tients. There is no assurance that an anatomic 
dissection can be done. Actual prostatectomy is 
more often a blind procedure than a visual one 
with a few notable exceptions.* (The outstand- 
ing advocate of “suprapubic prostatectomy under 
vision” relies on the indwelling catheter for 
drainage in the majority of cases and thus has 
a virgin operative field. In secondary prostatec- 
tomy this procedure is well nigh impossible). 
The incision is at the highest point of the 
bladder, providing a type of cesspool drainage. 
In certain large patients with thick fat pendu- 
lous abdomens, the depth of the objective and 
the enucleation of the gland are obtained only 
by the exercise of extreme physical effort. 

2. As a consequent of the natural disadvan- 
tages of the suprapubic route, the patient is sub- 
jected to the following unfavorable sequelae, viz: 

a. Shock in a larger percentage of cases than 
is usual in surgical operations by other com- 
petent surgeons, with a high mortality attributed 
in part by some to hemorrhage. Often shock is 
present, but hemorrhage is great enough to pre- 
vent recovery. Where shock is not extreme, 
trauma with tearing of the peritoneum has a 
definite mortality of its own. Secondary dis- 
tention of the bowel with resulting ileus and 
its host of unfavorable effects, or acute gastric 
dilatation with its high mortality occur. These 
conditions often have an irreparable effect on the 
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myocardium and leave not a few of the survivors 
in the category of cardiac invalids. 

b. Hemorrhage is still a problem in supra- 
pubie prostatectomy though it does not cause 
the mortality of former years, it is still a source 
of worry to the surgeon who follows this technic 
routinely. Loss of blood is greatly in excess of 
that occurring after perineal prostatectomy. 

e. Infections are much more frequent. A 
larger vascular and lymphatic bed is opened up 
in the suprapubic space and forms a portal of 
entry for organisms, many of which have already 
manifested their pathogenicity for the urinary 
tract. Drainage of the pre and _peri-vesical 
spaces necessarily is not free and must be by 
overflow. Pelvic cellulitis is more common after 
suprapubic prostatectomy than after any other 
operation in this region. The use of large packs 
for forty-eight hours by many of our surgeons 
and for longer periods by European surgeons, 
by their pressure hinder drainage of an often 
already infected upper urinary tract and initi- 
ate, or intensify, already existing local infec- 
tions, causing a severe cystitis and occasionally 
even a Thrombophle- 
bitis is far from a rare occurrence. Epididy- 
mitis is much more common than in perineal 
operations even when vasectomy is done. Other 
infectious complications are osteomyelitis, ostitis 
Beer reports seeing one 


gangrenous ulceration. 


and peri-ostitis pubis. 
or two such cases every year. 

d. Uremic deaths are to be expected in this 
class of patients, even after long and careful 
The diagnosis is usually based on 
the oliguria or anuria, either of which may be 


preparation. 


due to circulatory disturbances alone. Shock 
from trauma and loss of blood are the probable 
causes of death in many so-called uremic deaths.® 

e. Suprapubic fistulae are more common and 
persistent. Patients are far more uncomfortable 
with this type of drainage. A higher point of 
drainage than is usually made does not remedy 
this. We have always advocated high drainage 
in suprapubic operations on the bladder for the 
purpose of reducing the incidence of fistulae. 

f. Ventral hernia is seen at some time by all 
who do any considerable number of suprapubic 
prostatectomies. 

¢. Functional results are not as _ satisfac- 
tory’®-"! undoubtedly due to immobilization of 
bladder preventing complete collapse after urina- 
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tion, inability to remove tags at the bladder 
neck after enucleation or excess of mucous mem- 
brane ruptured at enucleation and left floating 
in front of urethra. Recurrence though rela- 
tively rare is more common after suprapubic 
prostatectomy.” 

h. As a result of the post-operative storm, 
which many of these patients pass through, as 
well as the smaller percentage of functional re- 
sults, as evidenced by recurrence of symptoms in 
whole or in part, many of these patients become 
“front porch” invalids. 

i. There is a definite disadvantage because 
of the numerous complications following supra- 
pubic prostatectomy, in being unable to state, 
within reasonable limits, the period of hospital- 
ization or probable period of convalescence. This 
is an important phase from an economic stand- 
point. 

Because of the difficulty of obtaining com- 
parable statistics of the two methods of prosta- 
tectomy, it is often difficult to discover exactly 
what really is the mortality of suprapubic pros- 
tatectomy. Our method has been stated pre- 
viously and is essentially that of Cecil. Keyes,’* 
in a recent paper, classified a series of suprapubic 
prostatectomies in a similar manner. From his 
paper and the discussion that followed, we are 
able to form some conciusion as to the relative 
mortalities attending the two procedures. A 
series reported by Cecil in 1921** is used for this 
purpose. 

Keyes reports that of one hundred seventy- 
five patients presenting themselves for relief of 
prostatic disease, at a city hospital, and oper- 
ated upon by eighteen different surgeons, 85, or 
49 per cent., did not leave the hospital alive. 
Twelve of 26 not operated upon died. Of 98 
patients drained suprapubically, 33 died. Of 
110 prostatectomized, 40 died. In other hos- 
pitals of similar character, 45% died before they 
left. It must be remembered that these patients 
were in charity hospitals. In a church hospital 
47 per cent. of those who entered for. treatment 
of prostatism failed to leave alive. Many of 
these were ward patients. But, being charity or 
semi-charity patients should not alone make such 
a vast difference between the mortality of the 
two groups. 

Of Keyes’ own cases, 17 per cent. failed to 
leave alive. 
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Cecil reports a series of 103 cases, 100 of 
whom were operated upon, two of whom died 
under preliminary treatment and one who re- 
fused operation. The treatment is given in de- 
tail, as well as that of the patient refusing 
operation. The direct mortality based upon 
complete closure of the wound and restoration 
of function, was two per cent. The two deaths 
occurred in men, both of whom were hemiplegics, 
both eighty years or more old and both died on 
the fourteenth day of pneumonia. Of those 
operated upon, four were in marked stupor, four 
were hemiplegics, two were wildly irrational, 
one was having convulsions and two were dia- 
betics. There were eleven cases of malignancy 
in the series. 

Baker’® lists three considerations entering 
into the choice of operation: 1. ease of opera- 
tion, 2. functional results, 3. mortality. We be- 
lieve the order should be reversed. He says 
further that a choice based on ease and sim- 
plicity of operation, regardless of the other two 
factors, is unsurgical, but to consider the saving 
of life at the expense of function, or some in- 


nocuous sequel, is worthy of consideration. We 
feel that the saving of life is more than worthy 
of consideration; it is the obligation of every 


surgeon. 

When such figures for suprapubic prostatec- 
tomy are available, it is not difficult to under- 
stand why functional results are apparently 
better after the suprapubic operation. There 
are far too many who fail to survive and reach 
the test of function. We know that the “pros- 
pects of the prostatic” are much better after the 
perineal operation. 

The mortality of suprapubic prostatectomy 
may be lowered somewhat by the use of pre- 
vesical section. In the few instances we have 
seen it employed, there was no great difference 
in the final result and in one case the peritoneum 
was torn when the incision was extended. 
Though heralded as a great advance in supra- 
pubic surgery, its proponents will, we hope, 
have more success than some of their followers. 

Thus those who choose the perineal operation 
for the majority of their patients do so with 
“passion” and the results are all that are needed 
for their justification. In the last analysis the 
“perineal peril” is such only to the surgeon who 
is unwilling to devote himself to the task of 
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learning a “brilliant and complex way of doing 
a relatively simple thing” with a resultant mor- 
tality that is comparable to any in the field of 
major surgery. 

In our experience the innocuous sequelae men- 
tioned by Baker occurred in two of several hun- 
dred prostatectomies. In one instance the rec- 
tum was opened in an attempt to dissect it free 
of a malignant prostate. A retreat was promptly 
made and the gland removed two weeks later. 
In the second instance a suture used to secure 
the levator muscles was inadvertently passed 
through the right lateral quadrant of the rectum 
and tied. The effect was noted the next day. 
This necessitated an additional stay in the hos- 
pital, the patient returning home sixty-eight 
days after admission, without the necessity of a 
secondary operation. 

Before passing from this phase of the discus- 
sion, one can do no better than to again quote 
Baker who says: “There is no doubt that the 
epoch making work of Young stands as an im- 
posing monument to mark the advent of the 
new and successful era in prostatic surgery.” 
Truly these are significant words and well 
worthy of consideration. 

There can be no doubt that general anesthesia 
has contributed to the mortality of the prostatic, 
although Cecil reports a series of over two hun- 
dred prostatectomies under general anesthesia 
with a mortality as low, or lower than one might 
obtain with block and infiltration anesthesia. 
This is a tribute to his operative skill and to the 
ability of his anesthetist. General anesthesia, 
when administered by the same anesthetist, gives 
good, or at least consistent results. If one has 
to accept the services of several anesthetists over 
a period of time, it is difficult to decide just how 
much of the post-operative morbidity and mor- 
tality are due to the failure of the patient to 
react favorably to surgical precedures and how 
much is due to the variable ability of the anes- 
thetists. To the urological surgeon, working in 
more than one hospital, this is a problem which 
can never be satisfactorily solved if he relies on 
general anesthesia. 

The development of ethylene places an anes- 
thesia in our hands which is far more satisfac- 
tory than other forms of general narcosis. With 
its administration, induction is rapid and easy, 
without struggling and without sense of suffoca- 
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tion. With anesthesia respirations are regular, 
somewhat shallow, never grunting or forced. 
The regular natural respiration is one of the 
advantages of ethylene anesthesia. Recovery is 
rapid and occurs within a few minutes after the 
anesthetic is stopped; the patient is awake and 
mentally alert. Nauseau occurs, but it is not 
lasting, except in rare instances. Relaxation is 
more complete than with nitrous oxide and is 
secured without cyanosis. The color of the skin 
is more normal than with any other general 
anesthetic now used. During ethylene anesthe- 
sia there is a normal, or even exaggerated peris- 
talsis of the bowel, indicating that it does not 
paralyze or seriously depress the normal neuro- 
muscular apparatus of the bowel responsible for 
regular and coordinated propagation of the per- 
istaltic waves. Ether anesthesia, profound or 
prolonged, causes complete paralysis of the neuro- 
muscular apparatus of the bowel and when the 
bowel recovers, activity is not coordinated with 
the result that gas is incarcerated in the local 
and stationary constrictions and is put under 
tension. Ethylene is less toxic to nervous tissue 
and is furthermore more rapidly eliminated. 

There is an absence of sweating. After an 
anesthesia of forty-five to sixty minutes the skin 
is still dry and this prevents chilling. Addition- 
ally, there is the advantage of no loss of body 
fluids. 

Increased salivation, or secretion of mucus 
does not occur, indicating a lack of respiratory 
irritation. This is important in patients with 
pulmonary complications. 

The margin of anesthesia is narrow; patients 
pass quickly from the anesthetic to the waking 
stage and do not remain stuporous and inco- 
herent as with other forms of general anesthesia. 
With ethylene anesthesia more oozing occurs, but 
experience shows that this is a negligible fea- 
ture. For urological surgery it is the general 
anesthesia of choice: 

Because the interim between anesthesia and 
waking is short, patients are able to take fluids 
within a few hours by mouth. If fluids are taken 
sooner, vomiting may occur, but normally such 
washing out of the stomach is followed by no 
further nausea or vomiting and fluids may be 
teken with impunity. There is not the disten- 
sion, such as occurs with ether anesthesia. 

Because the respiration is regular and natural 
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and not stertorous and heavy as with nitrous 
oxide, which puts the latter, we believe, in the 
elass of unsafe anesthetics when patients with 
myocardial and vascular disease are anesthetized. 

Because there is less loss of body heat, due to 
evaporation of skin secretions, less loss of tissue 
fluids and consequently a reduction in causes 
predisposing to pneumonia and no augmentation 
of shock symptoms. 

Routinely, however, regional anesthesia, is 
favored, using Caudal and para-sacral block, 
with a preliminary medication of sodium bar- 
bital gr. X. one and one-half hours before opera- 
tion and morphine-sulphate gr. one-fourth, one 
hour before operation. With these two drugs it 
is hoped to combat any idiosyncrasy for novo- 
caine and in several instances we are convinced 
that an embarrassing situation had been averted 
by their use. 

The advantage of regional anesthesia lies 
principally in the quick recovery of sensibility 
in the anesthetized areas, and the lack of general 
depression that follows ether. It is only fair to 
say that rapid reduction in blood pressure, faint- 
ness and profuse diaphoresis with a reduction of 
skin temperature, sometimes occurs. Occasion- 
ally, the diaphoresis has persisted for as long as 
one to two hours and was only controlled by the 
use of atropine. However, in the great majority 
of cases the ability to take fluids, such as tea, 
coffee, etc., and the cooperation of the patient 
in moving around in bed, the lack of abdominal 
distention, of shock and the necessity of hurry- 
ing through the operative procedure, with conse- 
quent time for care and deliberation and the 
securing of hemostasis, is a distinct advantage. 
It also has the advantage of leaving one inde- 
pendent of an anesthetist if such a situation 
should arise. 

The post-operative care after the first twenty- 
four hours does not require in itself any great 
skill and is not so exacting as after suprapubic 
prostatectomy with its many complications. The 
Davis bag is removed at this time, the sutures 
at five to seven days. Dressings are done by the 
nurse. as occasion requires. No irrigations or 
indwelling catheter are indicated, we believing 
that this procedure is responsible for infection 
and secondary hemorrhage. Occasionally, in 
selected cases, a sound is passed between the 
eighth and tenth day. Enemas are interdicted 
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because of the possibility of embolism and also 
with the idea that possible puncture of the 
rectum may be avoided. One of us also forbids 
the use of cathartics until after the tenth day, 
relying on mineral oil and mild laxatives to pro- 
duce defecation. Subcutaneous injections of 
fluid, as a rule, should not exceed 3000 to 4000 
ec a day’® with certain exceptions. We prefer 
using a five per cent. solution of glucose, Ringer’s 
or Hartmann’s solution rather than normal 
saline. The reasons for this are quite obvious 
in the occasional cases where fluids by mouth 
are not practical or are consistently refused, and 
quantities must be given subcutaneously or in- 
travenously. 

Other medication consists of digifoline one 
ampule every four hours for from twenty-four 
to forty-eight hours and morphine sulphate, 
grain one-fourth, P. R. N. More than one dose 
of morphine is rarely needed. 

Before closing it is not amiss to mention the use 
of direct blood transfusion for the treatment of 
hemorrhage or severe infection. Although our 
own experience has been limited, it has been emi- 
nently satisfactory and its use urged more gen- 
erally in the treatment of these two conditions. 
Transfusion is a decisive factor in reducing the 
mortality from hemorrhage. 

We have considered the factors which produce 
a lower mortality and morbidity by eliminating 
the occurrence of: 

1. Renal failure—by clinical and laboratory 
evaluation of patient and preparation for opera- 
tion by the usual methods. 

2. Shock and its associated phenomena by 
choice of operation and regional anesthesia. 

3. Hemorrhage—by open visual hemostasis 
and hy the Davis bag—and the effects of hemor- 
rhage by direct transfusion of blood. 

4. Infection, as far as possible, by prelimi- 
nary vasectomy to- avoid epididymitis. and the 
use of an operative field with a high degree of 
immunity, and which also provides the only 
rational drainage, i. e., through the most de- 
pendent portion of the wound. 

5. Complications of general anesthesia by 
use of block anesthesia and ethylene. 

6. Post-operative sequelae by the giving of 
sufficient fluids by mouth, intravenously, sub- 
cutaneously, using pre-operative study data as 
basis for quantity tolerated, as well as blood 
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pressure readings over first three post-operative 
days, unless further determinations appear neces- 
sary. Glucose, Ringer’s or Hartmann’s solutions 
are preferable to normal saline. The latter tends 
to disturb the normal mineral balance of the 
blood stream and where given solely and in quan- 
tities, tends to produce salt retention. 
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RAT-BITE FEVER 
TRANSMITTED BY A CAT-BITE 
H. E. Mock, M. D., and A. R. Morrow, M D., 


Surgical Staff St. Luke’s Hospital, 
CHICAGO 


This is a case which we feel is of interest to 
American medicine and especially so to the in- 
dustrial phase of it. It is of interest because 
of its rarity in the United States, as well as in 
the unique manner in which it was transmitted. 

The case is one of a white male, aged 43 years, 
by occupation a piano mover, who stated that 
he had always enjoyed excellent health. 

The patient stated that on September 26, 1930, 
while at work in moving a family, he was carry- 
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ing a basket containing cats when one of them 
bit him on the right hand in the web between 
the thumb and index finger. 

The wound was apparently superficial but was 


reported by the patient to his foreman, who in 
turn referred him to a physician. Two days 
later the hand became painful and swollen, grad- 
ually extending up the forearm. The patient 
reported to a second physician who advised him 


to use hot applications at home. 
On the tenth day following the bite the patient 


was hospitalized and was treated by incision and 
drainage at the site of the original injury. This 
was followed by continuous fomentations. 

The patient stated that at this time he noticed 
some purplish lesions on the right arm and body 
and that these were also observed by a nurse. 

There was two weeks hospitalization with 
gradual improvement of the hand and arm. 
About the time of discharge he developed a 
cough, productive of considerable mucus, which 
was accompanied by pain or soreness between the 
shoulder blades, anterior chest, the abdomen and 
lower extremities. 


On Dec. 23, 1930, patient entered our service at 
St. Luke’s Hospital, with the following complaints : 
Loss of thirty pounds. 
Cough. 
General weakness. 
Shortness of breath on exertion. 
Periodic attacks of chills, followed by fever. 

6. Soreness or pain in chest, thighs and legs. 

The doctor who referred the case felt that the severe 
infection of the hand had so lowered the patient’s gen- 
eral resistance that pulmonary tuberculosis had de- 
veloped, thus raising the question of an aggravation 
of a pulmonary condition by the injury. 

Past History: Measles, diphtheria and chickenpox 
in infancy. Appendicitis in 1924. Venereal infection 
denied. Patient married 14 years. Wife, L. & W. 
One child, L. & W. No miscarriages. Family history 
negative. Patient formerly a trapper and guide in 
northern Wisconsin. 

Physical Examination on date of entrance, Dec. 23, 
1930, revealed a white male, aged about 43 years, 
yellowish tinge to skin and who appeared acutely ill. 
Temp. 102.8; Pulse 106; Resp. 22. 

Head—Hair and scalp normal; eyes, pupils, equal, 
regular and react to L. & A.; nose, ears and mouth 
negative. 

Chest—Equal good expansion and symmetrical. Im- 
paired resonance on the right side with roughened 
breath sounds. No rales. Areas of tenderness be- 
tween the scapulae. 

Heart—Borders within normal limits. 
detected. 


No murmur 
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Abdomen—No tenderness or rigidity. Suggestion of 
palpable spleen. Old mid-line scar present. 

Genitalia—Negative. 

Extremities—Purple-blue drainage scar in web be- 
tween thumb and index finger of right hand, and an- 
other on medial aspect of the fore arm. There was a 
slight pitting, on pressure, over both ankles. 

Reflexes—None pathological. 

Laboratory Findings— 

Blood—R. B. C.—3,030,000. Hb. 50. 
W. B. C.—19,000 and varied from 13,000 
to 22,000. 
Differential—Polys 91 
Eosinophils 1 
Lymphocytes 7 
Band shaped 1 
Picture of polychromataphilia. 
Urine—Negative. 
Blood Wassermann—Kahn 50 per cent. positive. 
Blood Cultures—Negative on several occasions. 

Dr. George Scuphan of the Medical Staff was also 
greatly interested in this case and at the time of 
paroxysms searched blood smears for the organism. 

Blood obtained during temp. 102.4 on Jan. 30, 1931, 
and examined under dark field, negative for spirochetes, 
Guinea pig inoculated, one organism found and re- 
ported as a spirillum. 

Following the Kahn 50 per cent. positive Wasser- 
mann, K, I, and mercurial rubs were instituted. This 
probably: accounts for our inability to isolate more than 
the one organism classed as a spirillum. Dr. Scuphan 
felt that the mercury and K. I. had undoubtedly been 
sufficient to obscure the organisms in the blood stream 
but insufficient to free the patient of the paroxysms. 

Sputum—Negative for acid fast bacilli, bacillus 
abortus or melitensis on repeated examinations. 

Stool Examination—Negative for blood. 

X-ray of chest, Dec. 23, 1930—Upper right chest 
slightly retracted. No free fluid. Evidence of bron- 
chiectesis involving particularly the lower portions of 
the right lung. Small circular area of increased den- 
sity in the first interspace trunk on the right side near 
the periphery. 

X-ray, Jan. 20, 1931 (flat abdomen) showed a rather 
dense shadow extending downward from the lower pole 
of left kidney which looked suspicious of a sub-dia- 
phragmatic abscess. 

During hospitalization, every 10 to 14 days, patient 
suffered increased soreness in thighs, legs and arms; 
general malaise, followed by chills which in turn were 
followed by a temperature rise to 102 to 104 degrees. 
These attacks would usually subside after a period of 
48 hours. The patient would then feel quite comfort- 
able although weak and would be about the ward until 
a subsequent attack. 

(See Sheet 5-A, Fig. I.) 

The spirillum is of the family for which mercury 
and the arsphenamines are specific. Through a pro- 
cess of elimination and with the finding of the one 
spirillum and the slightly positive blood Wassermann 
we felt this to be definitely a case of rat-bite fever. 
Blood Wassermanns are usually slightly positive in 
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these cases and for this reason syphilis is often erron- 
eously diagnosed. On the above facts, specific treat- 
ment was administered. This consisted of three doses 
of Neoarsphenamin three days apart and in graduated 
doses as 0.15 gm. 1st dose, 0.3 gm. 2nd dose and 0.3 
gm, 3rd dose, Following this treatment the patient 
never suffered any further attacks of muscle soreness, 
chills or rise in temperature. 

Early in April, 1931, patient had regained the lost 
weight and returned to work. Patient reported some 
stiffness and soreness of the arm, thigh and leg 
muscles. Blood Wassermann uncomplimentary. 

In June, 1931, the patient reported by letter that he 
was in good health and had suffered no indication of a 
recurrence. Recurrence of the disease often occurs, 


or ticks in relapsing fever and lice in trench 
fever. 

This condition was perhaps recognized earliest 
in Japan. A characteristic relapsing fever due 
to the bite of a rat has been recognized in China 
and Japan for several centuries, although the 
specific organism was not known. It has also 
been recognized in other countries, as Australia, 
but only of late years in the United States. It 
is defined as an infectious disease, following a 
rat bite and characterized by recurrent paroxysms 
of chills, fever, muscular pain and erythema. 
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Fig. 1. Temperature, pulse and respiration chart 
while in the hospital. Top graph is of the tempera- 
ture; middle graph is of the pulse, and bottom graph is 


coming on in some instances once or twice a year and 
in one case has been reported as recurring fifteen years 
after the initial lesion or rat bite. 

As this patient gave no history of ever having 
been bitten by a rat, we naturally concluded that 
the organism had been transmitted by the cat. 
Reference to cat-bites and even squirrel bites as 
a source of rat-bite fever is found in the litera- 
ture, but we have been unable to find a case spe- 
cifically reported as due to cat-bite. 

Rat-bite fever must be differentiated from 
other recurrent fevers, namely, malaria, relapsing 
fevers, trench fever, pyogenic infections and 
syphilis. The differential diagnosis is usually 
dependent upon the laboratory as the blood pic- 
ture in malaria; on the specific organisms in 
syphilis, relapsing fever and trench fever. 

The mode by which the individual has become 
infected is also important from a diagnostic point 
of view—such as the mosquito in malaria; lice 


of the respirations. The parallel longitudinal heavy 
lines represent days. Sixty-eight (68) days or the 
entire hospitalization is shown. 


It may be transmitted by either house or field 
rats and so far as we have searched the litera- 
ture, transmission by a cat-bite is exceedingly 
rare. 

Etiology has been ascribed to various organ- 
isms; namely, streptothrix by Tileston, Schott- 
muller and Blake; a sporozoon by Ogata, and 
a diplococcus by Douglas. The greatest amount 
of research has undoubtedly been done by the 
Japanese and in 1915, Futaki described a spiro- 
chete—Leptospira morsus muria—found in the 
swollen lymph glands of a rat-bite fever patient. 
Numerous Japanese have found the spirochete 
in the blood, skin, lymph nodes, kidneys and 
adrenals of patients suffering from rat-bite fever. 
In 1929, in the Indian Medical Gazette, Par- 
manand reported the spirochete morsus muris— 
spirilum minus as the etiological factor. In the 
infected rats the organism is found in the blood 
during the first few weeks. Following this it is 
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found in the connective tissue, especially of the 
bridge of the nose, lips and tongue. A break 
in these tissues is the source from which comes 
the innoculating organism. The organisms are 
not secreted in the saliva. The organism has 
been isolated from the blood of rats captured 
in the house of the victim of this disease. 

Prognosis. The outlook is favorable. In Japan 
a mortality of 10 per cent. is given. There have 
been a few necropsies conducted in human cases 
and they have shown degenerative changes in 
the kidneys and liver. The tissue at the site 
of the wound is lymphoid and connective tissue 
hyperplasis, with hyalin degeneration and thick- 
ening of the blood vessels. 


Conclusions : 

1. Rat-bite fever is probably overlooked more 
frequently than we realize. 

2. The mortal enemy of the rat, the house 
cat, may act as the medium for the transmission 
of the etiological factor of rat-bite fever. 

3. There is a specific treatment—Neoarsphe- 
namin—in small divided doses. 

4. If in the course of employment an indi- 
vidual is bitten by a rat or cat and later develops 
this peculiar type of relapsing fever, the case at 
once develops a medico-legal aspect. The ques- 
tion of employee’s compensation for an accident 


must be met. 
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X-RAY FINDINGS OF 
PNEUMONOCONIOSIS* 
F, Furnn, M. D. 


Radiologist, St. Mary’s Hospital 
DECATUR, ILLINOIS 


This subject was chosen for this paper as it 
was believed that the physicians and radiologists, 
particularly those connnected with industrial 
operations, should give it more attention than it 
has had in the past. 

Dust diseases of the lungs are essentially, in- 
dustrial hazards. For the proper interpretation 
of radiographic findings in dust diseases of the 
lungs, the causative agents, the manner in which 


*Read before Section on Radiology of Illinois State Medical 
Society, May 6, 1981, East St. Louis. 
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they are produced and the pathology, should be 
thoroughly understood. 

All dust diseases are grouped under the gen- 
eral term pneumonoconiosis. The various classi- 
fications such as silicosis, anthracosis, siderosis, 
etc., are used to designate the pathology caused 
by specific dusts, such as silica, coal, iron and 
sO On. 

Any dust may cause lung pathology if 
breathed in sufficiently high concentrations, and 
over a long enough period of time. 

In order to determine if the amount of dust 
in the air in any given location is capable of 
producing lung pathology, the air must be 
sampled and the weight of the dust, number of 
particles, and their size must be obtained. It is 
interesting to note that it is only the particles 
of dust 10 microns (1/2500 of an inch) and 
less in diameter, which do the actual damage, 
as the larger particles are caught in the upper 
respiratory passages and immediately expelled 
with excretions. 

The British have set a standard of purity for 
air at 1.5 (1 mg—1/65 gr.) milligrams by 
weight and 20 million particles of fine dust per 
cubic meter. Dr. Haldane of England, calcu- 
lated that on a dusty day, a person walking in 
the streets would breathe 1 cubic foot of air per 
minute and with it 134 million particles of dust. 
In many industrial operations, the amount of 
dust greatly exceeds the above standard of 
purity. America has no standard of purity, but 
it should certainly be less than the above. 

There are three theories as to the manner in 
which the dust injures the lung tissue. First, 
by mechanical cutting and scratching of the 
tissues by the sharp edges of the dust particles. 
Second, by chemical reaction produced by the 
dust. Third, by the cells taking up so large a 
number of particles that they are hindered in 
performing their physiological functions. In all 
probability, all three theories act together in 
causing the disease, rather than any one sep- 
arately. 

Dust diseases of the lungs are produced slowly. 
They have occurred in two years’ time under 
certain conditions and may occur at any time 
thereafter. 

The first step in the-production of dust path- 
ology in the lungs is a larger quantity of dust 
than the nose and upper respiratory apparatus 
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can filter out. The second step is a larger quan- 
tity which has escaped past the first defenses 
than can be taken care of by phagocytosis; in 
other words, when the excretion of dust particles 
becomes less than the intake. 

The dust which gains entrance into the alveoli 
sacs is taken up by phagocytic cells; these cells 
are said by some to be desquamated epithelial 
cells lining the sacs, and by others, to be endo- 
thelial or large monoleucocytes. 

These cells, which have become laden with 
dust particles, enter the lymph spaces around 
the alveoli sacs and the lymph spaces in the 
inter-lobular septa. From the lymph spaces, 
these cells are carried along the lymph channels 
which follow the bronchi and blood vessels. The 
cells are first arrested in the minute lymph nodes 
along the course of the lymph channels and some 
of them are finally deposited in the lymph glands 
at the root of the lungs. The lymph spaces and 
lymph channels are often blocked by collections 
of dust cells and wherever a blocking takes place 
or whenever a lymph node becomes laden with 
these cells, the final result is disintegration and 
replacement by fibrous tissue. 

The above process may continue until the 
normal lung tissue is largely replaced by fibrous 
tissue. In the far advanced condition, the lung 
tissue feels like gristle and when cut through it 
imparts a gritty sensation to the knife. It has 
been determined that the total weight of dust 
(silica) obtained from diseased lungs varied from 
2.8 to 9.6 grams, while that obtained from 
normal lung was 0.5 grams. 

Dust pathology of the lungs is divided arbi- 
trarily into first, second and third stages accord- 
ing to the amount of fibrosis present. The radio- 
graphic interpretations are similarly divided. It 
is well to state here that the radiograph is the 
most practical, and in many instances, the only, 
method of making a diagnosis. 

As silicosis is the most prominent and most 
commonly found of the dust diseases, its radio- 
graphic findings will be described. In the first 
stage the hilum shadows show a slight but defi- 
nite increase, due to enlargement of the bron- 
chial glands and increase of the fibrous tissue. 
There is a generalized peri-bronchial thickening, 
more or less evenly distributed throughout both 
lungs. The increase in the shadows of the bron- 
chial trees is due to the increase in the fibrous 
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tissue around the ramifications of the bronchial 
trees and their accompanying blood vessels. It 
is of special significance to note that the fibrosis 
is very nearly symmetrical in both lungs and is 
distributed more or less evenly throughout all 
lobes of each lung. Occasionally it may be more 
pronounced in one, usually the right lung. 

In the second stage the hilum shadows are still 
more increased and the density of the bronchial 
tree is greater and more numerous branchings 
are seen. In addition there are seen areas of 
mottling with small round discreet densities re- 
sembling tuberculous deposits, however, lacking 
the irregular and less dense surrounding inflam- 
matory zone of the tubercle infection. As in the 
first stage, the distribution is more or less equal 
throughout all parts of both lungs and shows 
no preference for the apices. 

In the third stage the hilum shadows are very 
markedly increased and the number of round 
discreet deposits is so much greater that the 
radiograph presents a snow-storm appearance. 
In this stage, in many instances, the round de- 
posits have become confluent and present large 
areas of consolidation. 

In the first stage, the heart presents no par- 
ticularly abnormal position, but as the fibrosis 
increases, the heart is pulled to the right side 
and often in the third stage it occupies a vertical 
position in the thorax. 

In no stage of dust diseases of the lungs does 
cavitation occur as in tuberculosis. However, in 
the second and third stages, particularly in the 
third, tuberculosis easily becomes superimposed 
on the original condition: 


DISCUSSION 


Dr. L. R. Sante, St. Louis: I think that Dr. Flinn’s 
paper is a very live subject at this time on account 
of industrial liability. This paper has given us some 
exact criteria upon which to determine whether or not 
dust in the atmosphere contains particles of sufficient 
size to be injurious to the workmen, a very important 
point. 

In silicosis there is certainly a very drastic change 
in the characteristic appearance from stage to stage, 
and I should like to ask Dr. Flinn just what he con- 
siders the pathologic process that takes place in the 
change from the first to the second stage. I should 
also like to ask him, in his conception of the disease, 
how these dust particles are conveyed into the lymph 
glands and whether or not there is to be expected a 
calcareous reaction in the lymph glands similar to that 
seen in tuberculosis from dust particles alone. 

With reference to the subsequent occurrence of tu- 
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berculosis in individuals who have had advanced stages 
of silicosis, I should like to ask Dr. Flinn whether or 
not the men working in hard coal mines were any 
more inclined to develop tuberculosis than the individ- 
uals working under the same circumstances without 
dust. 

As a point of differentiation between pure silicosis 
and associated tuberculosis, does silicosis pure and sim- 
ple produce cavitation in the lung? If it does not, then 
there may be a point at least in determining the ad- 
vanced state of tuberculosis in connection with silicosis. 

I think another thing which we must be careful of 
is the reliance upon physical findings as a basis for the 
diagnosis of associated tuberculosis; this I think is very 
hazardous. I think the physical findings in the case of 
an individual whose lungs are so filled with silicosis 
must present certain manifestations that make the de- 
tection of associated tuberculosis hazardous. 

I would like to cite one instance which I came across 
in connection with silicosis. A number of years ago 
we had several sand blasters doing some work in our 
hospital. While they were working, the dust was so 
thick you could not see an electric light across the 
room, yet they worked in this dust with nothing more 
than a flannel hood on their heads. These masks were 
constructed with two holes for the eyes and extended 
down over the shoulders. The only protection from 
dust which they afforded was the flannel which would 
catch the dust as they breathed from beneath the edge 
of the mask. I thought that this was a good chance 
to get some films, so I had them come down and I 
examined them. There was no evidence of silicosis in 
any of them, and I was very much surprised. One 
man laughed and said, “We are all right.” They at- 
tributed their exemption from involvement to the fact 
that they all chewed tobacco freely while on the job 
and expectorated profusely. I found that it was tradi- 
tional among this group of workers that the men who 
chewed tobacco were relatively free from dust disease. 

Dr. Roswell T. Pettit, Ottawa: I have had quite 
extensive experience, I believe, for Illinois, with this 
subject of pneumonoconiosis of a particular type. At 
Ottawa, where I live, we have probably the most im- 
portant silica mines of America. We mine more silica 
than any other places in the United States. The Na- 
tional Plate Glass Company, a subsidiary company of 
the Fisher Body Company, have combined all their 
plate glass workings there. These companies who mine 
this silica have been in business for something like 
twenty-five years. We have been getting reports of 
these men dying time and again, who were apparently 
robust men, who developed a shortness of breath, and 
the most of them were considered as being cases of 
tuberculosis. 

I have found a very high percentage of silicosis 
among these workers—I have examined over 200 cases, 
and I have made a study as to the length of time it 
takes before the development of the disease, its prog- 
ress, and its late stages. The thing that I found in 
the examination of these 200 cases is practically the 
same as reported by Dr. Flinn. 

Do not think that because we have silica mines lo- 
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cated at Ottawa that that is the only place in the 
states of Illinois or Missouri that you are going to 
meet this condition, because you are going to find it 
any place where they do metal casting and where they 
finish these metal castings by the use of sand-blasting. 

I know of several cases where it was considered that 
the individuals had pulmonary tuberculosis and that 
they really had silicosis. I think, when you are making 
a diagnosis of tuberculosis in a laboring man, you 
should always inquire as to his occupation. 

Dr. Edwin C. Ernst, St. Louis: I should like to 
briefly describe an unusual case, a man who had been 
working in a lead mine for many years, and who later 
presented abnormal lung findings—occasionally expec- 
torating calcified glands. The lower right base of the 
lung indicated a marked increase in density, and other 
x-ray findings suggesting an abscess of the lower right 
lobe. 

This man worked in the environments of fine silica 
dust in a lead mine. I was asked to have made a com- 
plete chemical examination of these expectorated glands, 
and there was noted a very small percentage of silica 
coating these supposed calcifications. The abscess for- 
mation visualized on the x-ray film may or may not 
have had anything directly to do with this man’s voca- 
tion in the mines. I merely present these findings since 
it is a rather unusual problem in my experience. In 
this case there were complications, namely: lung ab- 
scess, apparently a non-tubercular infection, and under 
these conditions calcified glands could easily become 
detached. Of course they could hardly be formed in 
the lung as a result of his type of work and environ- 
ments. They were distributed throughout the entire 
lung and peripheral regions, as well as near the hilus 
and the peribronchial areas, and in the immediate prox- 
imity of the abscess formations. Coincidental, never- 
theless, a serious problem for the industries. 

Dr. Harry A. Olin, Chicago: I should like to ask 
Dr. Flinn if he has made a special study in reference 
to the various types of substances that produce any 
degree of fibrosis. In other words, is there more fibro- 
sis produced in a granite worker than in a man work- 
ing in a soft coal mine where there is mostly silica 
or fine coal dust? 

Dr. F. Flinn, Decatur: The lymphatic system, as 
we know, surrourds all of the blood vessels and air 
sacs, and follows up the bronchi along with the blood 
vessels to the glands. Of course when these cells, what- 
ever their type, become ladened with dust, they are 
usually first deposited in the glands. A collection of 
cells may become arrested in the lymph spaces, as the 
glands and lymph spaces become blocked, then the 
fibrosis takes place. If the cells become stationary 
within a lymph space, at that point a nodule takes 
place, because those cells die and are replaced by 
fibrous tissue. Of course when the glands are blocked 
in the hilus, they tend to dam back the lymph flow and 
block the stream, then fibrosis takes place more fre- 
quently. 

Dr. Case brought up the question of calcification 
within the hilus shadows. I believe the true discrete 
deposits, in the case he cites, are true calcified glands, 
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possibly as the result of tuberculosis. Inhalation of 
dust produces more general fibrosis rather than calci- 
fied shadows within the hilus. Miners or any persons 
inhaling dust are more prone to develop tuberculosis 
than those who are in a pure atmosphere. Inhalation 
of dust is not a preventive of tuberculosis. We have 
any number of statistics to prove that. The people 
who breathe dust or have any form of pneumonoconio- 
sis are more prone to respiratory infections than those 
without. The death rate from respiratory diseases is 
much higher than, for instarice, that for the clerks in 
the stores or the farmers taken as a class for com- 
parison. 

There is no cavitation in true silicosis or pneumono- 
coniosis. We may get a deceptive appearance where 
the bronchi or some areas have become fibrotic and 
form almost a complete circle, but on careful study we 
can usually differentiate that. Silicosis does not pro- 
duce cavitation. 

As to the physical findings in pneumonoconiosis there 
are very few compared to the picture you see on the 
x-ray, even in the second stage, or a late second stage. 
You may put the stethoscope on that man’s chest and 
get very, very few physical findings. The breast sounds 
may be a little more harsh, you may percuss that chest 
and due to the emphysema which has taken place in 
the alveoli you may get a sense of loss of elasticity to 
your percussant finger, but you could not make a 
diagnosis without x-ray findings; you can not do it 
with physical examination. Respirators of different 
types have been tried, but they are a hindrance rather 
than a help, because they soon become plugged and 
you can not use them. In the first place, they do not 
filter out the particles which cause pathology. The 
larger particles are caught through the nose, and it 
is the particles of dust 10 microns and less in diameter 
which do the actual damage. 

Jarvis was one of the first investigators in this coun- 
try to make an investigation in the granite district 
around Barre, Vermont. The second investigation took 
place in Joplin, Missouri, in the zinc and lead mines. 
The first films were read by Dr. Childs. In examina- 
tions of over 2,000 men in the Joplin district, no his- 
tory was obtained that tobacco chewing was a preven- 
tive of silicosis, although a large percentage of miners 
chew tobacco. 

Regarding Dr. Olin’s question as to the type of 
dust, I believe that any dust if breathed in a sufficiently 
high concentration over a sufficiently long period of 
time will produce fibrosis in the lungs. Of course your 
silicotic dust is the most harmful. It will produce 
changes in the lungs quicker. The earliest definite 
change is in two years, but I know of some cases in 
the coal mines which developed into definite second 
stage in twenty-some years. If the dust is mild or 
harmless, as coal dust is supposed to be, it will take 
a longer period of time and the concentration has to 
be high. In many of the coal mines they do not use 
water on the cutter bar, and the machine man stands 
within a fog of dust so that you can hardly see his 
face eight or ten feet away, breathing a high concen- 
tration of supposedly harmless dust. But now they are 
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backing up on that question, because it produces a 
generalized fibrosis. Silicates will do the same thing. 
The Bureau of Mines injected silicates, and they found 
that they produced adhesions very quickly in the peri- 
toneal cavity. 





THE USE OF THYMOPHYSIN IN 


LABOR* 
C. Leon Witson, B. S., M. D. 
CHICAGO 


In 1925 at a meeting of the German Gyneco- 
logical Society, Dr. Nicholas Temesvary read a 
brief, preliminary report of some experimental 
work done with thymus and pituitary extracts. 
In 1929 at the meeting of the American Associa- 
tion of Obstetricians, Gynecologists, and Ab- 
dominal Surgeons, he read a paper entitled, “A 
Rapid Nonsurgical Procedure for Aiding Child- 
birth.” 

Temesvary made several experiments with the 
extracts of various glands on isolated uterine 
segments and learned that thymus extract alone, 
in .relatively large doses, slightly increased 
uterine contractions and that pituitary extract 
accentuated this reaction. He likewise observed 
that the action of pituitary extract with thymus 
was prolonged and so modified that the contrac- 
tions became more rhythmical, than with the 
former alone. 

This action of pituitary extract on uterine 
muscle is specific, while that of thymus is non- 
specific. Miiller and Del Campo have shown 
that when muscular fatigue is increased by elec- 
trical stimulation, thymus inhibits fatigue and 
increases muscular contraction under prolonged 
stimulation provided the muscle is not too 
greatly fatigued before thymus is used. This 
action in all probability explains its modifying 
effect on the action of pituitary extract on 
uterine muscle. 

With these facts as a basis Temesvary used a 
combination of thymus and pituitary, called it 
thymophysin, and watched its effect in 1000 
cases. He then reported that the duration of 
labor in these cases was from 2 to 3 hours in 
multipara and 3 to 5 hours in primipara. 
Thymophysin was used in pathological cases 
when rapid delivery was desirable, such as pre- 

*Read before the Staff Conference of the Department of 


Obstetrics and Gynecology of Provident Hospital, Chicago, 
Illinois, May, 1931. 
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mature or artificial rupture of the membranes, 
primary inertia, in elderly primipara, cases of 
slightly contracted pelves, marginal placenta 
praevias and toxemias. The contraindications 
were markedly contracted pelves, malposition of 
the fetus, malformations of the fetus, malforma- 
tions of maternal organs, cardiac and renal dis- 
ease. 

The German literature is replete with reports 
of the use of this preparation while there are 
only a few American reports. Haynes, in 1928, 
reported 50 cases, and Jarcho 18 in January, 
1930. 

Haynes’ conclusions after the use of thymo- 
physin in 50 cases were that the preparation was 
effective in inertia in the first stage, causing 
strong and continued labor pains which led, in 
a comparatively short time, to spontaneous de- 
livery or surgical intervention, that in the second 
and third stages there was less regularity, and 
that it was harmless to both mother and babe. 

Later he reported 500 cases divided into four 
groups. Group I—341 cases—given for primary 
inertia, resulted in rapid complete spontaneous 
labor in 216 cases, rapid complete dilatation, 


rendering surgical interference possible in 98 


Group 


cases and complete failure in 27 cases. 
II—88 cases—given for secondary inertia, re- 
sulted in early delivery in 64 cases, aided de- 
livery in 12, failed in 12. Group ITI—35 cases 
—given for the induction of labor in toxic cases, 
resulted in early delivery in 21 cases, and when 
combined with other agents, successful results 
were complete 


n 


cases and % 


ou 


were obtained in 7 
failures. Group 1V—41 cases—given for the in- 
duction of labor in non-toxic cases, resulted in 
failure in 10 cases. In the remaining 31 cases, 
thymophysin plus oil, quinine and enematas was 
productive of desired result. Hence it appears 
that thymophysin alone is of no value in non- 
toxic cases. Haynes further stated that in all 
types of cases from 3 to 12 minutes following 
the injection of the drug, there occurred a de- 
cided change in the intensity, regularity and 
length of contractions. Many were delivered in 
30 minutes and the majority within the hour, 
the average length of labor being 1714 hours. 
Jarcho, after using thymophysin in the first 
and second stages of labor, came to the con- 
clusion that the preparation aided dilatation and 
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shortened the first stage, aided expulsion when 
labor suddenly ceased with the presenting part 
in the mid-pelvis and that the effects persisted 
into the third stage. Also that there was no ill 
effect on the mother or child, no difference in 
the maternal blood pressure or the red and white 
counts compared to those in babies delivered 
without thymophysin. 

Schoeneck states that cervical damage is no 
greater with thymophysin than without it, that in 
4 of their cases the action resembled unmodified 
pituitrin, that post partum hemorrhage occurred 
in 2 cases, that there were 2 cases of prolapsed 
cord and recommended, therefore, that unless 
preparations to meet emergencies such as rup- 
tured uterus, cervical injury ete., are available 
that thymophysin be not used. 

Rucker, in order to determine the result of 
injecting thymophysin upon the uterus in situ 
or to learn just what was happening to the 
uterine musculature following such injection, 
attached the stem of a Vorhees’ bag within the 
uterus to a mercury manometer and was thus 
able to record intrauterine pressure changes. 

Four cases were thus studied. One case at 
term showed no change in type of uterine con- 
tractions or tone of the uterus after 14 ce. of the 
drug. One case showed increased frequency, a 
decreased force of contractions and an increase 
in the tone of the uterus after a 1 cc. dose. In 
two other cases at term similar but more marked 
changes after 1 cc. occurred. He emphasized 
the fact that where response occurred it did so 
within 2 or 3 minutes and produced an incom- 
plete tetanus, lasting from sixteen to twenty-four 
minutes. Such contractions it can plainly be 
seen are dangerous to mother and child since 
where the uterus does not relax between contrac- 
tions there is interference with the circulation 
both in the wall of the uterus and placenta and 
hence danger of rupture of the uterus and fetal 
asphyxia. 

In our series of 40 cases we followed the 
Temesvary original technique and started with 1 
ce. later reducing the dose to .5 ec. and still later 
to 3 and 4 minims. At no time after the first 
5 cases did we give more than the suggested 
dose of 1 ce. It seems best to begin with .5 ce. 
repeating if necessary since all uteri do not re- 
spond alike and this smaller dose prevents the 
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sudden initial uterine contractions noted with 
the larger dose. 

Early in our experience we gave it in the 
first stage but always with reservations and 
trepidation since a generally contracted pelvis is 
the rule among the women in our clinic. Later 
we discontinued the practice of first stage admin- 
istration, giving it only in the second, when the 
pains became weak, ineffectual, and irregular 
and when there was complete dilatation. 

In the main our results agree with previous 
observations as to the immediate response, of the 
change in contraction rate and intensity. On 
the other hand thymophysin appeared to in- 
crease the dangers of such complications as post 
partum hemorrhage, cervical lacerations and 
arrested shoulders and cord prolapse. Again at 
times the contractions were so severe and violent 
as to be almost tetanic. 

Of the 40 cases studied 5 yielded no response 
and 35 delivered rapidly. Of these 35 cases 
pathological complications developed in 30. In 
several cases, and particularly those where the 
blood pressure was high at the onset of labor, 
immediately following injection there occurred a 
slight rise followed by a drop in 15 to 25 min- 
utes and this last reading persisted throughout 
labor. The most likely explanation for this phe- 
nomena is that it is due first to the action of 
pituitary extract and later to the thymus ex- 
tract. 

The following cases illustrate results with the 
drug: 

Case 1. J. B. Aged 23, Para-II. First pregnancy 
December 29, 1928, terminated in forceps delivery after 
a 24-hour labor and vaginal lacerations. Pelvic meas- 
urements Sp. I 22%4; Cr. I 24; Bitrochanteric 28; Baud 
20; C. D. 10%; C. V. 9. Entered hospital September 
12, 1930, at 10:00 A. M. Diagnosis—Cephalic—O. L. A. 
Bag of water had ruptured upon entry. At 12:40 P. M. 
5 cc. thymophysin given and at 1:05 baby of 2960 grm. 
weight was delivered. 

Case 2. W. B. Aged 24, Para-I. Entered hospital 
September 20, 1930, at 6:00 A. M. Diagnosis—Ceph- 
alic, O. L. A. B. P. 128/96. Pelvic measurements Sp. 
1 2@; Cr. I 29; Bitrochanteric 34; Baud 21%4; C. D. 
12%; C. V. 11. First stage slow and tedious, pains 
were regular and moderately strong. F. H. T. —134, 
B. O. W. intact. Pains became irregular, interval be- 
tween them increased and finally pains almost ceased. 
At 1:25 and 2:00 P. M. .5 cc. thymophysin given. 
The pains immediately increased in severity and fre- 
quency. In fact almost tetanic contractions resulted. 
Baby was born at 4:16 P. M. As a result of this ac- 
tion there occurred a second degree vaginal laceration 


C. LEON WILSON 75 


and an uterine hemorrhage of about 400 cc. Length of 
labor first stage 12 hours, second stage 16 minutes, and 
third stage 14 minutes. 

Case 3. R.G. Aged 31, Para-II. First pregnancy 
terminated in normal delivery. Patient came into the 
hospital at 12:10. The position of the fetus was O. R. 
A. and the bag of water was intact. F. H. T.—138. 
Pains were regular and of one minute duration. At 
1:30 A. M. bulging was observed. After preparations 
were made for delivery the pains became weaker, the 
interval between became larger until uterine contrac- 
tions all but ceased. The presenting part was then at 
plus 2. At 1:50 A. M. .5 cc. of thymophysin was given 
and the uterine contractions immediately began, became 
violent and at 2:00 P. M. the patient delivered with 
difficulty. The head was born with ease but the shoul- 
ders were arrested in the transverse diameter and the 
cord compressed resulting in cyanosis. The shoulders 
were delivered with extreme difficulty and two days 
later the child developed Erb’s paralysis in the left 
arm which cleared up before the baby was discharged 
from the hospital. The shoulder arrest was due to the 
tetanic uterine contract and contraction of the cervix 
thus preventing their rotation. 

These cases illustrate some of the untoward 
results often encountered in the use of thy- 
mophysin. Case I illustrates a rapid delivery 
following the use of the drug. Case 2 is typical 
of a complication resulting from rapid uterine 
contractions to the end that the sinuses are not 
closed and hemorrhages resulted. Case 3 again 
demonstrates another result obtained from 
almost tetanic uterine contractions and resulting 
injury to the baby. Still another disadvantage 
to the use of the drug is that at times it is in- 
effectual, especially when the uterus is too ex- 
hausted, too distended or when labor has not 
yet begun. 

It is not my intention to convey the impres- 
sion that thymophysin is without use in ob- 
stetrics, but by presenting some of the bad effects 
resulting from the use of the drug to impress 
the profession with the fact that when the drug 
is used the accoucheur should be prepared for 
any emergency and to emphasize the fact that 
it is not to be used indiscriminately. 


SUMMARY 


1. Thymophysin resulted from experiments 
on uterine muscle with thymus and pituitary ex- 
tracts singly and combined. 

2. Haynes, Jarcho, and Schoeneck have re- 
ported successful results with its use. 

3. The drug is administered intramuscularly 
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and in our experience it is best to begin with a 
small dose and repeat if necessary. 

4. The drug is not devoid of danger both to 
mother and child and should not be used indis- 
criminately and with careless abandon. 

5. The preparation does hasten delivery and 
is best given in the second stage in women with 
generally contracted pelves. 
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RESTLESSNESS IN INFANCY* 
Joun Carey, M. D. 
JOLIET, ILL, 


Need one offer apologies for presenting a sub- 


ject apparently so trivial as the crying baby, es- 
How- 


pecially to a group of busy practioners ? 
ever, are there any more cases which keep you on 
the telephone as the mother who is kept awake 
and allowed little time to relax from fussing 
with the infant? As a matter of fact, as you 
look back upon your years of practice, have not 
these been frequently the cases who journeyed 
to another physician because “he was good with 
babies ?” 

I firmly believe that the consideration of some 
of the more frequent conditions and a study in 
some of their causes and treatment is more 
profitable to the general group of physicians than 
the rarer cases one so seldom encounters in an 
ordinary practice. 

One cannot classify these cases unless he at- 
tempts to describe the hypertonic or vagotonic 
group and those non-hypertonic cases due to 
some other cause rather than a disturbance of 
the sympathetic nervous system. In this group 
of cases, I believe one encounters two entirely 


separate groups, e. g., those cases in which there 


‘Read before the Section on Medicine of the Illinois State 
Medical Society, May 7, 1931, at East St. Louis. 
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is a poor balance of the nervous system of the 
parents, the offspring are born with a congenital 
“imbalance of the automatic nervous system”; 
and those cases which seem to be the result of 
post-natal influences and emotional parents. The 
deciding factor being that a large number of the 
latter group respond to treatment much more 
readily than do the former. 

Both these groups of cases present essentially 
the same history. The gain in weight is slight, 
perhaps no more than two to three ounces per 
week, they vomit easily, and in this group, pylo- 
rospasm and rectal spasm are very frequent. 
Restlessness is a very imminent symptom, they 
cry most of the time, perhaps more often during 
the day than the night, and they have frequent 
bowel movements. Such a history one might ob- 
tain from a mild dyspepsia. 

In my experience, this condition and group of 
symptoms have been the result of frequently re- 
moving a baby from the breast and often con- 
demning certain foods. If there is one single 
thing, to my mind, which will decrease the in- 
fant mortality more than any other measure, it 
is keeping the baby on the breast. 

Holding to the nervous origin of these cases, 
does it not occur to you that if it is possible to 
correct the imbalance of the nervous system in 
early life, that a great many of the behaviour 
problems in older years may be corrected. The 
plain “spoiled child” may cease to exist, at least 
from this cause. 

How often a frantic mother brings her child 
to you for a tonic because he “just won’t eat”? 
He bites his fingernails, is restless at night, and 
he has tantrums when things don’t go to suit 
him. Upon examination of this child, he is pale, 
underweight, struggles and cries, making a good 
examination difficult. Then, when you attempt 
to treat these children for an acute infection, one 
can’t keep them in bed, they will not take their 
medicine, it is impossible to force fluids into 
them, or to attempt measures which one knows 
will be helpful. 

Now one cannot be too dogmatic in these cases, 
and neglect a thorough physical examination and 
consideration of the baby individually, and over- 
look a sensitive skin from woolens or overheat- 
ing, or a tight binder or diaper.. An enumeration 
of the post-natal conditions will reveal a number 
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of common causes which, if corrected, may bring 
prompt relief. 

One remembers those babies born after a diffi- 
oult delivery, perhaps with a varying degree of 
cyanosis and refusal to nurse well for a few days, 
and generally spastic with increased reflexes and 
hyperacusis, all pointing to a cerebral injury, 
with or without convulsions. The early diagnosis 
is impossible except they do not respond to the 
ordinary measures of treatment, and, of course 
as time passes on, the diagnosis of Littles’ Dis- 
ease may easily be made and we need not feel 
bad because the injury and damage has been be- 
yond our present power of treatment. 

Infantile tetany may be the cause of restless- 
ness, and is elicited by a Chvostek sign and cor- 
popedal and laryngo-spasm and a lowering of the 
blood calcium. While tetany is rare in young in- 
fants, it does occur. 

Many times a baby cries because he is just 
plain hungry. With the present general knowl- 
edge of proper feeding, one seldom encounters 
the food disturbances, formerly seen. It is often 
the fact that the feeding has been too conserva- 
tive. Some time ago, I had the opportunity to 
observe a group of breast fed infants of two 


months of age and under, frequently these babies 
received six and, I remember a few instances 
where they received seven ounces at each feed- 
ing. These were quiet babies and frequently 
gained eight to ten ounces per week. The 


same thing may be said of lactic acid 
formula, a baby may be allowed to take what he 
will. High fat feedings and raw milk are far 
more likely to produce disturbances than is too 
large a quantity at each feeding. 

Babies, victims of congenital syphilis, are rest- 
less often because nasal discharge impairs breath- 
ing or the tender joints may be the cause. Here, 
I might say that swelling need not be marked, 
as just as frequently, the affected joints with no 
swelling are fully as tender. Of course, the fam- 
ily history is significant as is the facies, enlarged 
liver and spleen, and blood reaction. 

Outside influences must be considered. Many 
times these babies are kept too warm, the skin 
covered with an eruption of “prickly heat,” the 
result of placing the infant in a basket on a pil- 
low with blankets piled on him. Often just 
changing to a hard mattress and cotton shirts 
will work miracles. The tight abdominal binder 
or uncomfortable napkin must be considered. 
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A congenital pyelitis must be ruled out by ex- 
amination of urine. 

A congenital anal structure may be the source 
of pain and distress from distension or constipa- 
tion. 

The manner in which babies take their feed- 
ings is highly important. Some babies go at their 
feeding greedily and gulp in a great deal of air 
with resulting distension. Nursing in the infant 
is a reflex action, but in a certain group of ba- 
bes, the act becomes conscious. This is plainly 
seen by putting these same babies to the breast 
during sleep, which may be induced by a mild 
sedative. 

Treatment consists mainly in placing these 
children under placid surroundings. If the par- 
ents are of the nervous and flighty type, have 
some one more composed in attendance. I be- 
lieve it is only by a quiet attitude that these chil- 
dren outgrow their emotional tendencies, cer- 
tainly having a tired neurotic mother and grand- 
mother and a few neighbors thrown in does not 
instill much composure in the infant, if all their 
remedies and suggestions are followed. I have 
frequently removed these infants to hospitals 
which may alone suffice as a therapeutic measure. 

Assuming that a large number of these babies 
are born or develop shortly after birth, a hyper- 
active vagus, one drug acts as nearly as a specific 
as any we have at our command. 

Atropine, if given in proper dosage, secures 
rest and freedom from symptoms. The usual 
dosage being 1/1000th grain, but this dose might 
be increased to just within the toxic limits of the 
drug to secure the necessary result. Lippman 
has given doses as high as 1/15th grain, three or 
four times daily. The failure, in my impres- 
sions, is more frequently due to using too small 
doses of the drug. It is true that frequently one 
encounters an infant who seems to have an idio- 
syncrasy to the drug, this is manifested by flush- 
ing—dilated pupils, frequently by extremely 
high temperatures up to 105 or 106 degrees. It 
is peculiar, to me however, that these infants 
often secure the greatest benefit. Simply reduc- 
ing the dosage or withdrawal of the drug is all 
that is necessary to combat the reaction. 

In a personal communication recently from 
Aldrich, he asked me if I had ever observed that 
these infants often presented symptoms of en- 
larged thymus and if exposed to x-ray irradia- 
tions, the result was just as marked in the quiet- | 
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ing effect upon the child, as it is in removing 
symptoms of an enlarged gland. I have since 
that time, had a few children exposed to x-ray 
in small doses, and they did respond, so this 
measure may be open to further investigation. 

Small doses of paregoric m. II or III is often 
of value in those cases with frequent bowel move- 
ments and tenesmus. I have also inserted a 
capsule rectally containing gr. I sodium Amy- 
tal and secured excellent results where sedatives 
were indicated. 

Phenobarbital preparations have been used by 
many with excellent results. 

High protein feedings or addition of calcium 
caseonate affords relief in some cases. The 
greatest benefit as far as food is conceived rests 
upon stimulating the breasts by massage or elec- 
tric breast pump and supplying additional food 
in complementary feedings. Do not remove from 
breast only as a last resource. 


SUMMARY 


Certain babies are born with, or develop 
shortly after birth, a hyperactive vagus associ- 
ated with distention, due to spasm of certain 
areas of the gastro-intestinal canal producing 


pain and restlessness. 

Under proper placid surroundings and at- 
tendants, these babies are less likely to exhibit 
psychopathology in later life. 

Atropin in proper dosage acts as a specific in 
those cases of nervous origin. 

X-ray therapy while only tried in a few cases, 
appears to be of decided value. 
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DISCUSSION 


Dr. J. J. Donahue, East St. Louis: This presenta- 
tion of Dr. Carey’s, it seems to me, is very complete, a 
very nice handling of a problem which so very often is 
presented to men who handle many young babies. The 
old idea, and a popular one, that all babies are ex- 
pected to give more or less trouble—usually more—is 
still rather evident, but promises to diminish in pro- 
portion as our ability to cope with these problems in- 
creases. 

It seems, from consulting previous literature, that 
most of the attention in earlier days—fifteen or twenty 
years ago—was directed almost exclusively toward a 
charge of feeding, and I think that Dr. Carey ex- 
presses the point of view of those who appreciate it 
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when he says that certainly babies ought to be kept on 
the breast if possible. 

However, it seems to us that one of the great diffi- 
culties we experience with hungry babies is the com- 
bating of the idea that the mother has concerning the 
adequacy of the nourishment which she is able to give, 
and we have a lot of difficulty persuading our mothers 
that complementary feeding is necessary. They very 
stoutly maintain, based on the evidence that the breast 
is giving good milk perhaps right along, that there is 
enough; but, of course, that is a fallacy. Dr. Carey has 
pointed out that most of our difficulties with these 
babies would be overcome if they were just given 
enough to eat. 

It would seem that hunger is the most common cause 
of so-called colic as we see it down here. The types 
that we recognize now are certainly very well estab- 
lished. Most hypertonic children will probably be hy- 
pertonic individuals all through life, so that it is not 
at all unusual to find children of different types corre- 
sponding, to a certain extent and probably quite truly 
in most cases, to the type of heredity that produced 
them. 

The work that Dr. Carey mentioned of Dr. Gerstly 
in finding a tremendous difference in the amount of 
food that children take at the breast normally—in quite 
young well-fed children there is extreme variation, up 
to five or six ounces, perhaps more at a time—would 
certainly prove to us that the matter of food intake 
must be considered as the first problem to solve, 
whether the child is adequately fed and getting enough 
to fill up his stomach, and thus bring on the rest that 
he seems to need. 

The whole picture is well covered with the spas- 
ticity, not only of the pylorus, but with the entire intes- 
tinal tract, including the anal sphincter. Naturally, the 
crying baby when sucking the fist or bed clothing or 
whatever may come in contact with the lips, will swal- 
low air, which often causes a spasm of the intestinal 
musculature. 

As to whether or not these children will grow up 
into typically spoiled children, is, of course, a specula- 
tion; but certainly there is reason to hope that, if we 
are able by starting a child early to correct such diffi- 
culties, perhaps that very large group of hypertonic 
children and hypertonic mothers will be less. 

I don’t think there is a single thing that can be added 
to what Dr. Carey has so very well covered. 

Dr. H. S. Maupin, Quincy: I wonder why Dr. 
Carey did not mention otitis media as a condition that 
causes a lot of restlessness in children. Especially 
lately, I have had quite a few children two or three 
weeks old crying continually, and I have found out 
that it was caused by otitis media. I have had several 
children with an enlarged thymus which have given 
quite a bit of trouble in the last year. About the only 
symptom they have had has been restlessness. Under 
x-ray treatment the trouble has cleared up immediately. 

Dr. John Carey, Joliet: Otitis media, of course, pro- 
duces restlessness, and is a common occurrence in 
young infants. As I attempted to emphasize, a com- 
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plete physical examination is essential. The auriscope 
is one of the most necessary instruments of the pedia- 
trician. 

The “speculation” as to whether the correction of 
restlessness in infancy will produce a better balance of 
the nervous system in latter life seems to me to be a 
certain thing. The increased handling and fondling, 
during infancy, is cumulative in its effect: each month 
and year, the child demanding more, and gradually 
growing more difficult to discipline. 

This lack of discipline in the modern home con- 
trasted to that of the old-fashioned American home, to 
my mind, is the forerunner of the disregard for social 
and moral laws. 





THE MANAGEMENT OF CHRONIC AR- 
TERIAL OCCLUSIONS OF THE EXTREM- 
ITIES* 


GrezA DE Takats, M.D., M.S., F. A. C. S. 
CHICAGO 


Arterial occlusion to a part means depriva- 
tion of the tissues from nourishment, primarily 
oxygen. This occlusion may be sudden as in a 
peripheral arterial embolism or gradual as in 
arteriosclerotic processes or in thromboangiitis 
obliterans. This classification is of more than 
academic interest. In the embolic occlusion a 
thrombus breaks loose from endocardial vegeta- 
tions or from arteriosclerotic plaques and ob- 
structs a large artery. The obstruction is sud- 
den and total. Its relief can come either by an 
operative removal of the embolus’ or if the limb 
is gangrenous by the removal of the limb. Oc- 
casionally the blood supply of the part may be 
sufficient in spite of a complete block of the main 
vessel. The gradual obstruction leaves time for 
compensatory development of collateral circula- 
tion. This will be more intensive in the juvenile 
than in the arteriosclerotic occlusions*. The pro- 
cess in the artery, however, is usually general- 
ized, not limited to one area, and will reappear 
in other regions, in arteries of the heart, brain, 
spinal cord. The recognition of such a distri- 
bution may withhold one from too active local 
surgical procedures. Finally there are purely 
spastic forms of occlusion without any organic 
obstruction. 

*Read before Section on Medicine of Illinois State Med- 
ical Society, May 6, 1931, East St. Louis. 

1, Key, Eynar: Die Embolic operationen auf Crund der 
tae Erfahrungen Erg. der Chir. und Orth. v. 22, 1-94, 


2. Lewis, Dean: Spontaneous gangrene of the extremities. 
Arch. Surg. v. 15, 613-626, Oct. 1927. 
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In this study I limit my discussion to the 
chronic progressive type of arterial occlusion. 
They fall roughly into two groups, namely that 
of inflammatory origin, such as Buerger’s dis- 
ease represents and that of a degenerative type 
as seen in peripheral arteriosclerosis. Some- 
times they are differentiated as juvenile and 
senile gangrene. There are also mixed types of 
the two clinical entities*. Disregarding the eti- 
ologic factors, which today are as yet unsolved, 
there is the one important feature, common to 
both groups, namely: the progressive narrowing 
of the arteries with diminution of blood supply 
to the part. A third variety is due to an in- 
creased viscosity of the blood with a short coagu- 
lation time and a tendency to thrombosis, in 
polycythemia. To estimate the impairment of 
circulation a thorough study of the circulation 
with possibly simple clinical methods must be 
described. 

METHODS OF STUDY 


The skin temperature. Chart 1 shows our sys- 
tem of studying these cases. The skin tempera- 
ture has been determined by 1. palpating with 
the palm of the hand; 2. by mercury thermom- 
eters; 3. by the thermocouple galvanometer. For 
research studies the last of the three is by far 
the most important. Coulter, Gaddas and I* 
have used it to evaluate changes in blood flow 
following various diagnostic procedures. But it 
also served as a valuable check on the tempera- 
ture readings taken with a mercury thermom- 
eter. Any mercury thermometer, which is 
graded to read between twenty and forty degrees 
of centigrade (eighty to one hundred and four 
degress of Fahrenheit) can be used. It is in- 
serted under a square felt pad and fastened with 
a tape of adhesive. The felt pad being an excel- 
lent insulator, the air surrounding the skin will 
be warmed up and the thermometer can be read 
after ten minutes. This method described by 
Ipsen® has served the important purpose of 
checking on the accuracy of our palpatory find- 
ings. It is easily possible to detect one half de- 


3. Brown, G., Allen, E. W., and Mahorner, H. D.: Throm- 


boangiitis obliterans. W. B. Saunders Company, Philadelphia 
and London, 1928. 

4. de Takats, G., Coulter, John S., and Gaddas, N.: The 
vascular response of the extremities to diathermy. To be 
published. 

5. Ipsen, Johs: Des methodes qui permettent d’etude des 
fonctions des arteres peripheriques. Act. chirurg. Scand. 226- 
536, 1930. 
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gree of centigrade differences with the palm of 
the hand.* Thus for clinical purposes, a good 
estimate of the fall in temperature can be made 
with the palm of the hand. 

In the normal individual, when the limb is in 
the horizontal position and has been under a 
blanket for ten minutes there is a very gradual 
fall in skin temperature from the thigh to the 
toes. The fact that many individuals, particu- 
larly young women have cold hands and cold 
feet is well known. These vasospastic phenom- 
ena however are quickly ruled out by applying 
dry or moist heat to the part under which they 
quickly warm up. The type of patient, who fre- 
quently also suffers from migraine, or menstrual 
disorders thus permits a differentiation between 
vascular spasm of allergic or endocrine origin. 
But even under normal circumstances, there is 
a definite vasoconstriction, which is relieved 
under ether anesthesia. In a patient with no 
circulatory disorder, I have found that spinal 
anesthesia raised the temperature of the skin of 
the foot four degress of centigrade. 

The factor of vasoconstriction then must be 
seriously considered when an estimation of ar- 
terial obstruction is attempted by measurement 
of skin temperature. Nevertheless, when there 
is a sudden fall in temperature, particularly in 
the lower leg, or on the thigh, the finding is 
highly indicative of a serious obstructive lesion, 
and in determining the level of amputation. 

The question whether an arterial occlusion is 
of organic or spastic origin or whether an or- 
ganic occlusion is aggravated by a superimposed 
spasm is of more than academic interest and 
will be a decisive factor in treatment. Up to 
date the following diagnostic procedures have 
been advocated to differentiate between organic 
and spastic occlusions’ : 

The vasomotor index, determined by intra- 
venous injection of typhoid vaccine’, the para- 
vertebral block*, spinal anesthesia®, and the test 


*More recently a skin thermometer (Tycos) has been used 
with great advantage. 

6. de Takats, G.: The differentiation of organic and spastic 
vascular occlusions. Ann. of Surg. 321-326 (Sept., 1931). 

7. Brown, G. E.: The treatment of peripheral vascular dis 
turbance of the extremities. J. A. M. A. v. 87, 379, (Aug. 
7) 1926. 

8. White, James, C.: Diagnostic blocking of sympathctic 
nerves to extremities with procaine. J. A. M. A. v. 94, 1382- 
1388, (May 3) 19380. 

Morton, John J., and Scott, Merle W. J.: The meas- 
urenent of sympathetic vasoconstrictor activity in the lower 
extremities. Jour. of Clin. Research v. 9, 235-246, (Oct. 20) 
1930, 
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bath followed by oscillometric readings’®. A 
critical appraisal of these methods would exceed 
the limitations of this paper. It is sufficient to 
state that these methods are either not ambula- 
tory or are not entirely harmless. In addition. 
the typhoid vaccine and the test-bath may not 
relieve the vasomotor spasm entirely. In my 
circulatory clinic, two tests have been worked 
out, which are both ambulatory and simple. 

1. The peripheral nerve block. The block of 
the posterior tibial nerve at the inner ankle will 
result in a vasodilation at the plantar surface 
of the big toe. If skin temperatures are read 
before and from ten to fifteen minutes after the 
nerve block, together with an anesthesia, an in- 
crease in skin temperature will take place. No 
increase or slight increase in temperature indi- 
cates organic obstruction, whereas spastic occlu- 
sions will relax and the temperature will rise to 
33° C. or higher. 

DIAGNOSTIC VALUE OF POSTERIOR TIBIAL BLOCK 
Number of cases Average rise Average obstruction 
in temperature index 
Group I aa 88 None 
Group II 1.5°C 5 
Group III 4°C 3 


Group I, patients with cold feet, good pulse, 
pure spasm no obstruction. (Group II, patients 
with organic occlusions, no or hardly any super- 
imposed spasm. Group III, patients with or- 
ganic occlusion and considerable spasm. 

Obstruction index (Morton)—Normal vaso- 
dilation level 33° C)—maximal temperature ob- 
tained after nerve block. 

2. The diathermy test*. When diathermy 
current ‘of 1000 to 1500 milliamperes is applied 
to the lumbosacral region for thirty minutes, a 
marked rise in temperature takes place in the 
normal leg above 33 Centigrade; patients with 
organic vascular obstruction show no or only an 
imperceptible rise. Patients with obstruction 
and superimposed spasm show some rise but do 
not rise to the normal vasodilation level of 
33° C°. 

These two tests give a simple, rapid orienta- 
tion as to the character of vascular occlusion and 
play a decisive influence in selecting the proper 
treatment. 

The pulse should be palpated in the popliteal 
fossa with flexed knee, behind the inner ankle 


10. Babinsky J., Froment J., and Heitz, J.: Des troubles 
vasomoteurs et thermiques dans les paralysies et les contrac- 
tions d’ordre reflexes. Ann. de Med. v. 3, 464-497, 1916. 
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and on the dorsum of the foot, in line with the 
second toe. The findings are graded from 3 to 
0. A good pulse does not exclude organic 
changes in the small arteries. One particularly 
encounters this type in diabetic circulatory dis- 
turbances. The absence of pulse, on the other 
hand, is not incompatible with adequate circula- 
tion, because in slowly progressing vascular oc- 
clusions a good collateral circulation can com- 
pensate for the obstruction in the main artery. 
One can frequently notice the absence or great 
diminution of pulse at the ankle in older arterio- 
sclerotics. They may not have any complaints 
and their foot is satisfactorily warm. 

In the development and maintenance of such 
collateral circulation, the condition of the heart 
is important. Patients with hypertension will 
not develop arteriosclerotic gangrene as readily 
as patients whose high blood pressure is gradu- 
ally falling because of myocardial insufficiency. 
Digitalis may be beneficial in impending arterio- 
sclerotic gangrene, in that it helps to pump more 
blood into the constricted vascular bed. Vaso- 
dilators, such as euphyllin, diuretin may improve 
the circulation somewhat in angio spasms. 

In Buerger’s disease the peripheral pulses may 
be present in the early stages, or may be felt 
after a warm test bath. Usually, however, they 
are greatly diminished or absent. Following a 
course of treatment with typhoid vaccine, pre- 
viously absent pulses may become palpable, 
either because the superimposed spasm has been 
relieved or because new collaterals are bringing 
more blood into the main vessel below the ob- 
struction. A certain amount of recanalization 
may also occur. 

In spastic occlusions, the vessels pulsate nor- 
mally between attacks. When a spasm is in- 
duced by cold water or air, the digital vessels 
and sometimes even the vessels at the wrist or 
ankle become unpalpable. Heat promptly 
elicits pulsations. 

The histamine test. This test has been de- 
scribed previously in detail.1t When a 1:1,000 
solution of histamine acid phosphate is injected 
intradermally with a fine hypodermic needle, 
using not more than 0.1 cc. at a time, a charac- 
teristic wheal develops with a large arterial flare 
around it. The flare is due to a reflex vasodila- 

ll. de Takats, Geza: The cutaneous histamine reaction as 


a test for collateral circulation. Arch. of Int. Med. 48: 
769-785, 1931, 
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tion of the small arteries of the skin. It is ab- 
sent when there is not enough blood in the 
cutaneous vessels to fill up the dilated arterioles, 
when an arterial spasm exists, which the hista- 
mine can not overcome or when the cutaneous 
sensory nerves have degenerated because of a 
nerve injury. As the latter two factors can 
easily be recognized, the test may be conveniently 
used for testing collateral circulation and the 
level of circulatory efficiency. Wheals are 
placed above and below the knee, at the middle 
of the lower leg, at the ankle and on the dorsum 
of the foot. The arterial reaction, graded on 
the basis of 0 to 3 is read in five minutes. 

In a large series of cases, the test has proved 
to be useful in’ determining improvement in 
collateral circulation, following therapeutic meas- 
ures and in determining the level of amputation, 
when indicated. An amputation is never done 
at a level which gives a negative histamine re- 
action. <A positive histamine reaction is no abso- 
lute guarantee for the viability of the stump, but 
indicates that at least the skin at that level has 
fair blood supply. The histamine reaction tells 
nothing about the level of occlusion in the large 
vessels, and is our simplest test for collateral cir- 
culation. 

The _ oscillometer. Pachon’s _ oscillometer, 
widely used in France for the last fifteen years, 
las received a varied reception in this country. 
While Samuels’? has valued it highly, other 
uuthorities* did not feel its use of any help in 
vascular disease. In our circulatory clinic, the 
oscillometer is routinely used. Contrary to the 
histamine test, it does not tell anything about 
collateral circulation, but determines the occlu- 
sion in the main artery, by a loss of oscillations 
below a certain level. The oscillations at various 
blood pressure levels are charted on a graph, 
and valuable information can be gained from the 
shape and height of the curve. While it is 
not necessary for general use, it serves for 
a much better understanding of the vascular 
status. Spasm will also influence the oscilla- 
tions, but this can be eliminated by a previous 
hot bath for five minutes. Edema, particularly 
the hard, thrombophlebotic variety also dimin- 
ishes the swinging of the dial, but this error can 
be readily diagnosed. 


12. Samuels, S. S.: The value of oscillometry in the study of 
the circulatory disturbances of the extremities. J. A. M. A. 
v. 88, 1780-1782, 1927. 
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The history of pain at exercise, later rest pain, 
the postural changes of color, the behavior of skin 
temperature, pulse, the histamine test and the 
oscillometer are briefly the most helpful points 
in diagnosis. The novocaine block of peripheral 
nerves or the diathermy test are the simplest 
diagnostic methods to differentiate organic from 
spastic occlusions. Treatment mainly depends 
on the proper diagnosis. 

Treatment of peripheral vascular diseases. 
The objects of treating organic occlusions of 
peripheral blood vessels are the following: 
1, efforts to increase collateral circulation; 2, 
efforts to alleviate pain; 3, removal of gangren- 
ous parts at proper circulatory levels. 

The increase in collateral circulation can be 
favored by strengthening the heart of arterio- 
sclerotics with myocardial damage. This must 
be done by a close cooperation with an internist, 
who can accomplish a great deal by improv- 
ing the central motor with digitalis and decreas- 
ing the peripheral resistance by theobromin 
preparations. In the periphery, circulatory ex- 
ercises, continuous heat during the night with 
an electric baker, hot and cold alternate baths, 
lumbar diathermy all have a limited value. 
Early cases of circulatory impairment may very 
definitely be benefited and the progress of the 
disease may be arrested. It is clear, however, 
that in a complete vascular occlusion, with inade- 
quate collateral circulation such measures can 
only fail and do no good. 

For the alleviation of pain, which is excruciat- 
ing in the more advanced cases, morphine is fre- 
quently resorted to. The desensitization of the 
foot by injecting the peripheral nerves with 
alcohol has been advocated by Smithwick and 
White.** I have used it in two instances in one 
arteriosclerotic occlusion and in one case of 
Buerger’s disease with gangrenous toes. In both 
cases a complete relief of pain resulted for sev- 
eral months. However, both feet had to be 
amputated later ascending 
gangrene. 

In estimating the value of this method, it 
seems indicated in patients, who are in con- 
tinuous severe pain, but when amputation is not 
imperative or is refused by the patient. The im- 
mediate relief and the warming up of the ex- 
tremity following the alcohol-block is striking. 


because of an 


18. Smithwick, R. H., and White, J. C.: Elimination of 
pain in obliterative vascular disease of the lower extremity. 
Surg. Gyn. and Obs. 
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It must be remembered, however, that later, when 
the peripheral nerve degeneration has reached the 
skin of the toes, purposeful vascular, defensive 
reactions are abolished, and infection may set 
in without any reactive hyperemia. I have ob- 
served this in one of the cases. 

Amputation in case of organic vascular occlu- 
sion is indicated, when irreversible tissue changes 
have set in and when a definite level of circula- 
tory failure is clearly established. If the 
gangrenous limb is infected and the patient is 
in danger of septicemia, the amputation is im- 
perative. The stump should be left entirely 
open and Dakinized. A secondary closure or an 
amputation higher up can be performed, when 
the danger of septicemia is overcome. If the 
gangrene is dry, practically aseptic, the proper 
level of amputation is best determined by the 
measurements of skin temperature, the hista- 
mine test and the oscillometer. The sudden drop 
of skin temperature in organic occlusions fre- 
quently coincides with the level, where the 
histamine reactions become negative. This is 


usually farther to the periphery than the oscillo- 
metric changes would indicate. When no other 


methods are available, the pulse and the changes 
in skin temperature are most helpful. 

Amputations in chronic vascular diseases 
should be performed with circular, cuff methods, 
large amputation knives should ensure even, non- 
traumatized muscular surfaces. Low spinal 
anesthesia is the method of choice in arterio- 
sclerotics and diabetics. 

The treatment of spastic occlusions aims to 
overcome spasm. Heat in any form relieves local 
spasms temporarily. Diathermy, electric bakers, 
whirlpool baths help in mild cases. Sometimes 
it is possible to remove the cause of such spasms, 
as for instance in a case of cervical ribs or other 
mechanical irritations of vasomotor nerves. 
Young girls with cold hands and feet, chapped 
dry skin and chilblains have frequently low 
metabolic rates and their circulation greatly im- 
proves with thyroid therapy. More severe, con- 
tinuous spasms, which are progressive and lead 
to symmetrical gangrene are subjected to sym- 
pathetic ganglionectomy. For the upper ex- 
tremities the stellate, first and second thoracic¢ 
ganglia, for the lower extremities the second, 
third and fourth lumbar ganglia must be re- 
moved in order to remove all sympathetic fibers 
going to the extremities. While there may be 
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a discussion about the origin of these vascular 
spasms, sympathectomy undoubtedly prevents 
further contraction of the vessels and has proved 
to be very successful in true vascular spasms. 

In the mixed type of occlusion, in which or- 
ganic obstruction is aggravated by a superim- 
posed spasm, sympathectomy also has some fol- 
lowers. In our work, we have excluded Buerger’s 
disease from the indications for sympathectomy, 
although some early cases really manifest a great 
deal of spasm and very little obstruction. In 
Buerger’s disease circulatory exercises, heat in all 
forms, complete abstinence from nicotine and 
foreign protein injections have been advised. 
Typhoid vaccine intravenously in doses from 
twenty-five million as high as three hundred mil- 
lion bacteria seemed very efficacious in our hands. 
It not only relieves spasm temporarily, but in- 
fluences the chronic inflammatory -process, acti- 
vates it and then helps to absorb the inflamma- 
tory reaction. During the initial phase of chill, 
thrombosis may occur, very seldom, but often 
enough not to look on these injections as a per- 
fectly harmless procedure. Injections of ten per 


cent. sodium chloride, ten cubic centimeters 
daily can be given to hospitalized patients, for 
a period of four to six weeks. It will usually not 
be possible to treat ambulatory patients with 
daily intravenous injections for such a long time. 
My experience with sodium chloride is very 
limited, it produces no systemic reactions, like 


typhoid vaccine. The mechanism of action is 
now being investigated. 

Summary. The proper management of peri- 
pheral vascular diseases requires an exact deter- 
mination of the type and extent of vascular dis- 
turbance. Spasms should be differentiated from 
organic obstructions. The early diagnosis of 
these cases is in the hands of the general prac- 
titioner. The surgeon usually sees the late stages 
in the form of irreparable damage. When the 
diagnosis and level of circulatory impairment are 
determined early conservative treatment is often 
successful. Various forms of treatment and the 
indications for surgical operations are briefly 
discussed. 

122 8. Michigan Ave. 

DISCUSSION 


Dr. S. E. Munson (Springfield): I think that this 
is certainly a very timely paper to be brought before 
the Section of Medicine. We all know the value of dry 
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clinics, and I think that the Doctor has given you a 
dry clinic this morning with his charts which is cer- 
tainly very valuable. 

Another point probably to emphasize is the simple 
way in which he advises the determination of the differ- 
ential diagnosis of the causes of the occlusions, the 
extremities, and the measures for their relief. I think 
he is one probably who has had a great deal of ex- 
perience. I can’t say that I have had as wide expe- 
rience in the differential diagnosis of the occlusion of 
the extremities as some of the surgeons. Most of the 
cases that I have seen have been with the surgeons. 

Of course, one important thing always is the x-ray. 
Particularly in the arteriosclerotic cases that are mostly 
present in people past middle life, the x-ray examina- 
tion alone will determine the condition of the leg. I 
recall one case last year which a doctor brought in 
from the country. He had his own x-ray machine and 
he had x-rayed the particularly involved limb, but it 
did not show any sclerosis of the tibial artery or any 
of the arteries of the extremities. It was then a matter 
of exclusion as to what was the condition. This being 
a man in his sixties, pain having come on very se- 
verely for a period of time, having difficulty in reliev- 
ing this pain and also having somewhat the appearance 
of cyanosis upon depressing the limb and the white- 
ness upon elevating it, we knew we had a serious con- 
dition to contend with. 

This man was then x-rayed in the hospital. It 
showed a typical sclerosis of the tibial artery, as well 
as the femoral artery. On account of the progress of 
the situation, amputation was advised in this case, above 
the knee, from which he had a prompt recovery, show- 
ing the importance of the x-ray examination. 

Of course, the cases that occur before middle life 
are mostly the spasm cases, and we have all seen those. 
We have seen the typical Raynaud’s disease in younger 
persons. I think the method that the Doctor has men- 
tioned to determine the point of involvement in the 
thrombo-angiitis cases is very important. These cases 
of thrombo-angiitis are certainly the ones that you will 
see more frequently before the middle age of life. Those 
cases formerly have been thought to be due largely to 
excessive smoking. Of course, I am just bringing this 
in as a point of differential diagnosis. It has also been 
mentioned that the Hebrew race is more largely affected 
than other persons. I observed in one case where a 
man reported a large number of cases and only seven 
of them were Gentiles. These were cases of changes 
of the typical thrombus types. A more recent ob- 
server said that of the two races, the Hebrew race 
exceeded only by a few. 

Most of those writing upon this subject say defi- 
nitely that there is a more unfavorable prognosis in the 
treatment of these cases when these patients are ex- 
cessive smokers. In those cases where tre has been 
amputation and the use of tobacco has bea prohibited, 
they do better; while in those cases where it is very 
difficult for them to give up the use of tobacco and 
where they have found recurrences of the thrombus 
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condition, it has been found that they have again taken 
up the use of tobacco. 

One important point that the Doctor brought out is 
that we must not always look for the changes in the 
extremities. Taube of New York has reported in the 
literature twenty-six cases of involvement and has added 
two of his own of mesentery thrombosis. So I think 
it is important for us to know that we may find these 
conditions existing in places other than in the ex- 
tremities. 

I think the Doctor’s emphasis on the exact deter- 
mination of the type and extent of the vascular dis- 
turbance is timely, and the importance of an early 
diagnosis made by the general practitioner who usually 
sees these cases first; and also his recommendation 
that these cases be handled in close co-operation with 
a medical man, that medical treatment may be at- 
tempted before surgery in certain types of cases. 

Dr. L. Feldman (Chicago): I should like to ask 
the essayist the incidence of thrombophlebitis in his 
Buerger’s disease cases? 

Dr. Geza de Takats (Chicago): I am very much 
obliged to Dr. Munson for his excellent discussion. I 
did not want to give the impression that the x-ray is 
of no value in peripheral vascular diseases. What I 
meant to say was that simply by a sclerotic shadow 
on an x-ray film we cannot decide whether or not that 
limb has enough collateral circulation, because if the 
obstruction came on very gradually we have enough 
collateral circulation to insure the viability of the limb. 

Of course, there was no time to go into the etiology 
and the management of Buerger’s disease. We do stop 
tobacco entirely, because it seems that these patients 
do much better without it. They put on weight and 
their general health is improved. That it is not a true 
etiological factor is brought out by the fact that I 
myself have seen typical cases of Buerger’s disease in 
people who have never smoked at all. We believe, 
however, that it is very important to stop them from 
smoking. 

Also, the relationship of Hebrews and Gentiles is 
very difficult to evaluate; because the statistics that we 
have, particularly the older statistics of Buerger, do 
not state the total percentage of Hebrews from which 
these cases are taken. In other words, Dr. Buerger’s 
practice is essentially a Jewish practice; and it is quite 
obvious that his percentage of. Buerger’s disease will 
be higher. The Mayo Clinic reported about 50 per 
cent. Gentiles and 50 per cent. Hebrews. Undoubt- 
edly, however, there must be a predisposing factor there. 

As to the general involvement in Buerger’s disease, 
the recent article in the A. M. A. Journal that Dr. 
Munson mentioned is very illuminating. I myself have 
seen a patient with a bleeding gastric ulcer in whom 
I finally had to do a gastric resection, and who had 
typical changes in the vessels, both in the mesenteric 
and in the gastric vessels, of Buerger’s disease. This 
man also had an involvement of the periphery. 

In regard to the question of Dr. Feldman concern- 
ing the incidence of thrombophlebitis, about 75 per cent. 
of our series had a superficial phlebitis long before we 
were sure that they are victims of thrombo-angiitis. 
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THE AMERICAN ASSOCIATION FOR THE 
STUDY OF GOITER OFFERS AN AWARD 
OF THREE HUNDRED DOLLARS 
The American Association for the Study of Goiter 
again offers an award of Three Hundred Dollars 
($300.00) for the best essay based upon original re- 
search work on any phase of goiter presented at their 
Annual Meeting in Hamilton, Ontario, Canada, June 
14, 15 and 16, 1932. It is hoped this offer will stimu- 
late valuable research work, especially in regard to the 

basic cause of goiter. 

Competing manuscripts must be in English and in 
the hands of the Corresponding Secretary, J. R. Yung, 
M. D., Rose Dispensary Bldg., Terre Haute, Ind., not 
later than March 15, 1932. Manuscripts arriving after 
this date will be held for the next year or returned at 
the author’s request. 























NEUROLOGIC SYNDROMES ASSOCIATED 
WITH HYPOGLYCEMIA 

Archie D. Carr, St. Louis (Journal A. M. A., Dec. 
19, 1931), states that no matter what the cause, hypo- 
glycemia ‘may be manifested by stupor, amnesia, muscu- 
lar twitching or convulsions and a number of less strik- 
ing symptoms, such as restlessness, weakness, anxiety 
and fatigability. Diagnosis of various functional and 
organic nervous diseases may be made if the conditions 
of hypoglycemia is not considered. The diagnosis of 
hypoglycemia depends on a careful history of preceding 
symptoms, the recognition of coexisting diseases and, 
above all, the determination of the blood sugar level. 





















ROLE OF PROGESTIN IN FEMALE REPRO- 
DUCTIVE CYCLE 

George van S. Smith and O. Watkins Smith, Brook- 
line, Mass. (Journal A. M. A., Dec. 19, 1931), outline 
the functions of progestin in its rdle in the normal hu- 
man menstrual cycle and in pregnancy. The luteinizing 
hormone which stimulates the production of progestin 
was administered by them with promising results, to 
nineteen patients whose chief symptom was abnormal 
flowing. The authors believe that early clinical and ex- 
perimental evidence points to another function of pro- 
gestin; namely, that of inhibiting the production of the 
follicle hormone and promoting its excretion. 



















WHEN THE DOCTOR POETIZES 


A St. Petersburg physician, pondering upon the 
strange facts of life in the semi-tropics, asks: 







If a man kicked the bucket in yonder drug store 
Would the face of the druggist turn pale? 

Could he furnish me powder for the face of a cliff 
Or a brush for the teeth of a gale? 








What acid takes moles from our own waterfront, 
Or a corn from the foot of the stairs? 

Is the moon nearly broke when its last quarter wanes 

And does the Curb market deal in plowshares? 
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Society Proceedings 


BUREAU COUNTY 

Forty-five physicians and surgeons from cities 
throughout this section of the state gathered at St. 
Margaret’s Hospital in Spring Valley Tuesday evening 
for a scientific program in conjunction with a meeting 
of the Bureau County Medical Society. 

Dr. Len Unger of the Northwestern University 
medical school talked on “Allergy,” and Dr. Edward 
A. Oliver of the Cook County Hospital discussed 
“Practical Points in Dermatology.” The addresses 
were followed by general scientific discussions. 

With Dr. Flint, of Princeton, presiding, there was 
a brief business meeting during .which officers were 
elected as follows: Dr. R. E. Miltenberger, Spring 
Valley, president; Dr. K. M. Nelson, Princeton, vice- 
president; and Dr. C. Bates, DePue, secretary-treas- 
urer. Dr. Bates was re-elected, having held that post 
the past year. 

Attending the meeting were medical men from 
Spring Valley, LaSalle, Peru, Depue, Princeton, Men- 
dota, Streator, Ottawa, Granville, Dixon, Earlville and 
Oregon. 

The meeting Tuesday night replaced the monthly 
meeting of the St. Margaret’s Hospital Physicians’ 
Club. 





COOK COUNTY 
CENTRAL STATES SOCIETY INDUSTRIAL 
MEDICINE AND SURGERY AND CHICAGO 
SOCIETY INDUTRIAL MEDICINE 
& SURGERY 
Joint Meeting, Wednesday, December 2, 1931 
Present Status of the Treatment of Fractures 
Charles L. Scudder, Boston 
Discussion C. R. G. Forrester 
General Discussion. 


CHICAGO ROENTGEN AND CHICAGO 
UROLOGICAL SOCIETIES 
Joint Meeting, Wednesday, December 9, 1931 
Urologic Aspects of Intravenous Urography 
Herman L. Kretschmer 
Intravenous Pyelography, Its Development and Prog- 
Robert A. Arens 
Discussion—Gustav Kolischer, Charles McKenna, Hol- 
lis E. Potter, James T. Case. 
General Discussion. 


CHICAGO MEDICAL SOCIETY 
Regular Meeting, Wednesday, December 16, 1931 
(Program given by University of Illinois, 
College of Medicine) 
Symposium on the Infantile Cerebral Palsies 
(“The Spastic Child’) 
From the Neuropsychiatric Standpoint 
H. Douglas Singer 
Diagnosis, Pathology and Subsequent History of 
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Cerebral Hemorrhage as Seen in 1,100 Premature 
Infants. (Motion Picture and Lantern Slide).... 
Julius H. Hess 
From the Orthopedic Standpoint H. B. Thomas 
Correction of Speech and Athetoid Movements. 
(Motion Picture and Lantern Slide) 
Abraham A. Low 
The “Spastic Child,” from the Educational View- 
point.—Miss Jane A. Neil, Assistant Superintendent 
of the Public School System of Chicago, Illinois 





GREENE COUNTY 

The regular meeting of the Greene County Medical 
Society was held in Roodhouse, December 11, 1931. 
After feasting bounteously on a chicken dinner as 
guests of the Roodhouse physicians, the’ society was 
called to order in the parlor of the Oak Cafe by the 
President, Dr. W. H. Garrison. A short business ses- 
sion followed and officers for the year 1932 were elected 
as follows: 

President, Dr. A. R. Jarman; vice-president, Dr. O. 
J. Gause; secretary, Dr. W. H. Garrison, all of White 
Hall; censors, Dr. N. J. Bucklin, Roodhouse, and Dr. 
A. K. Baldwin, Carrollton. 

The program for the scientific session consisted of 
a paper by Dr. A. K. Baldwin on the “Use of Mer- 
curial Diuretics in Cardiac Disease.” This paper was 
carefully prepared, brought out new and valuable points 
in the treatment of this class of cases, and was very 
thoroughly discussed by the members present. Case 
reports and a very interesting discussion of cases of 
simulated pregnancy occupied the closing hour. 

To those physicians who were not present we wish 
to say that you missed a lively and instructive meeting. 
The attendance from Carrollton and White Hall was 
one hundred per cent. and Roodhouse only fell short 
because one member was sick and could not be present. 

The next meeting will be held in Carrollton Friday, 


March 11, 1932. 
W. H. Garrison, Secretary. 





JOHNSON COUNTY 


In Memory of our Esteemed Professional Brother: 

WHEREAS, It has been the will of the Great Phy- 
sician of the Universe to take from us our worthy 
and Esteemed Physician, Dr. G. K. Farris; 

WHEREAS, The Professional relations with the 
Johnson County Medical Society makes it fitting for 
us to make an expression of our esteem for him; 

Therefore Be It Resolved, That his ability and honor 
is held in memory by this. Medical Society ; 

Be It Further Resolved, That the departure from 
the Medical Profession leaves a sadness which only 
a true Physician and Christian could have; 

Be It Further Resolved, That we extend our deepest 
sympathy to the widow of the deceased; 

And Be It Also Resolved, That we have a copy of 
these resolutions recorded in our Medical Society, that 
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the County paper be furnished with copy for pub- 
lication and also State Medical Journal. 
Johnson County Medical Society, 
E. A. Veach, President, 
C. D. Nobles, 
Wm. Thomson. 





KANE COUNTY 

Members of the Kane County Medical Society cul- 
minated their annual dinner meeting and program at 
the Union League Club last evening by electing Dr. 
Leland H, Anderson, of Aurora, president of the 
society for 1932, to succeed Dr. H. H. West, of Elgin. 

Dr. C. A. Potter, of St. Charles, was elected vice- 
president to succeed Dr. Charles Weller, of Aurora, 
and Dr. K, M, Manougian, of Elgin, was named secre- 
tary-treasurer to succeed Dr. Anderson, new president 
of the society. Dr. L. J. Hughes and Dr. West, both 
of Elgin, Dr. G. W. Haan, of Aurora, and Dr. Ander- 
son were named delegates to the annual convention of 
the Illinois State Medical Society. 

Members of the society and their wives gathered in 
the club lounge following dinner for an informal pro- 
gram of business and entertainment. 

Dr. Marshall Davison, of Chicago, staff member of 
the Cook County and University hospitals, provided the 
lone professional keynote of the evening in remarks on 
the scientific theme, “Indications for Surgical Treat- 
ment of Peptic Ulcer.” 

Members of the Women’s Auxiliary of the society 
had charge of the evening’s entertainment features, 
which included well rendered selections by the LaVerdo 
trio composed of Miss Dorothy Roberts, ’cello; Miss 
Verne Wiedemann, violin, and Miss Lois Wiedemann, 
piano, and a group of colorful readings by Mrs. Minna 
Brady Lee. Auxiliary members also had charge of 
evening’s decorations, which were of a holiday nature. 





Marriages 


BerNARD FRrAzin to Miss Beatrice Minnie 
Hurwich, both of Chicago, October 1. 

Epvuarp Fak Poser, Chicago, to Miss Mar- 
cia Louise Bruch of Evanston, Ill., November 7. 

Frank Victor THets to Miss Hazel Ericsson, 
both of Chicago, December 9. 

James Winston Warts, II, of Chicago, to 
Miss Julia Meem Harrison of Lynchburg, Va., 


in October. 





Personals 


Dr. Frederick A. Baumgart was elected presi- 
dent of the newly created Danville Medical So- 
ciety, and Dr. George T. Cass, secretary. 

Dr. 


Herman N. Bundesen, health commis- 
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sioner of Chicago, has resigned as coroner of 
Cook County. 

Dr. Morris Fishbein addressed the Historical 
Club of the University of Illinois College of 
Medicine, December 2, on “The Future of Med- 
icine.” 

Dr, Charles Spencer Williamson, Chicago, ad- 
dressed the DeWitt County Medical Society, 
Clinton, November 30, on pneumonia. 

The Chicago Pediatric Society was addressed, 
December 15, among others, by Dr. Henry E,. 
Irish on “Effect of Cod Liver Oil-Skimmed Milk 
Feeding on Bones After One Year.” 

The Chicago Neurological Society was ad- 
dressed, December 17, among others, by Dr. Isa- 
dore Pilot on “Putrid Brain Abscess—Its Patho- 
genesis.” 

Dr. Albert B. Yudelson, Chicago, addressed 
the Peoria City Medical Society, December 1, 
on “Relief of Symptoms of Tabes Dorsalis.” 

Dr. Samuel M. Feinberg, Chicago, addressed 
the Rock Island County Medical Society, Decem- 
ber 8, on “Allergy in General Practice.” 

Dr. Chester H. Warfield, Chicago, addressed 
the Will-Grundy Counties Medical Society, De- 
cember 2, on bone tumors. 

Dr. Leo M. Czaja, Chicago, addressed the 
Adams County Medical Society, Quincy, Decem- 
ber 14, on “Maggot Treatment of Osteomyelitis.” 

Dr. Plinn F. Morse, Detroit, addressed the 
Winnebago County Medical Society, Rockford, 
December 7, on bone diseases. 

At the meeting of the Chicago Surgical So- 
ciety, December 11, Dr. Samuel J. Fogelson, 
among others, spoke on “Treatment of Peptic 
Ulcer with Gastric Mucin.” 

The Chicago Society of Internal Medicine was 
addressed, December 14, among others, by Drs. 
William A. Brams and Louis N. Katz on “Na- 
ture of Fibrillation and Flutter of the Heart.” 

Drs. Douglas Gordon Campbell and Margaret 
W. Gerard have been appointed heads of the 
psychiatric service in the University of Chicago's 
Student Health Service to succeed Dr. Stewart 
B. Sniffen, who resigned because of ill health. 

At the meeting of the Perry County Medical 
Society, December 3, Dr. Frank F. Maple, Chi- 
cago, spoke on “Abortion and Its Treatment,” 
and Dr. James H. Hutton, Chicago, “Recent Ad- 
vances in Endocrinology.” 

Drs. Bradford Lewis and Alphonse McMahon, 
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both of St. Louis, addressed the Sangamon 
County Medica! Society, Springfield, Decem- 
ber 3. on “A Survey of Urology for the General 
Practitioner” and “Differential Diagnosis Be- 
tween Early Tuberculosis and Hyperthyroidism,” 
respectively. 

“With the creation of a new health office, that 
of country epidemiologist, the position of health 
officer of DuPage County has been discontinued. 
William V. Hopf, D.D.S., Lombard, who was 
the health officer, will assume the duties of the 
new Office. 

The Fulton County Medical Society was ad- 
dressed, December 1, in Canton, by Dr. Frank 
E. Simpson, Chicago, on the use of radium in 
malignant tumors, and Dr. Paul G. Dick, Chi- 
cago, treatment of malignant conditions with 
X-rays; Dr. Josiah J. Moore, also of Chicago, 
gave a demonstration of the Canti cancer film. 

Dr. A. M. Lindley is retiring after 51 years’ 
practice in Urbana. 





News Notes 


—At the meeting of the Chicago Society of 
Allergy, December 21, Dr. Harry L. Huber, 
among others, spoke on “Dermatitis Due to Bur- 
weed Marsh Elder.” 

—The Chicago Council of Medical Women, at 
its meeting, December 4, was addressed by Drs. 
Irma Aleshire and Louise 0. Kappes on “Urti- 
caria” and “Food Allergy in Children,” respec- 
tively. 

—At a joint meeting of the physicians from 
Randolph, Perry, Monroe and Jackson counties, 
December 9, Dr. Robert F. Lischer, Mascoutah, 
spoke on “The Country Doctor,” and Dr. Wil- 
liam T. Coughlin, St. Louis, “Cancer of the 
Breast.” 


—Drs. Thomas D. Allen and Ramon Castro- 
viejo addressed the Chicago Ophthalmological 
Society, December 21, on “The Autonomic Ner- 
vous System and the Eye” and “A New Knife 
for Ophthalmic Surgery,” respectively. 

The Chicago Laryngological and Oiological 
Society was addressed, December 7, by Drs. Sam- 
uel Salinger on “Nasal Deformities—Surgical 
Correction” ; Harry L. Pollock, “Implants—His- 
tory and Use,” and Alice K. Hall, “Pharyngo- 
Mediastinal Abscess Recovery.” 
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—The Chicago Gynecological Society was ad- 
dressed, December 18, by Drs. Milton J. Sum- 
merville and Frederick H. Falls on “A Critical 
Study of the Technic and Clinical Value of the 
Sedimentation Rate in Gynecology”; Jacob P, 
treenhill, “Thymophysin and Weak Pituitary: 
Comparison in 40 Cases,” and Richard A. Lif- 
vendahl, “A Sign for the Detection of Small 
Amounts of Free Blood in the Abdomen.” 

—Kdwin 0, Jordan, Ph.D., was elected presi- 
dent of the Institute of Medicine of Chicago at 
its annual meeting, December 1; Dr. Arthur R. 
Elliott, vice-president; Dr. George H. Coleman, 
secretary, reelected; Dr. John Favill, treasurer, 
and Dr. Ludvig Hektoen, chairman of the board 
of governors. Dr. Otto L. Schmidt gave the 
presidential address on “The Role of Medical 
and Hygienic Museums in Education.” 

—Dr. and Mrs. William H. Wilder, Sr., have 
established the William H. Wilder, Jr., fellow- 
ship in neurology at the University of Chicago, 
in memory of their son, a student in neurology 
at the university, who was drowned last summer. 
The fellowship is to be awarded to a student of 
neurology nominated by the department of anat- 
omy on recommendation of the professors in 
charge of neuro-anatomy and clinical neurology. 
Mr. Paul G. Roofe has been appointed the first 
recipient of this fellowship. 

—Dr. Henry E. Sigerist, professor of the his- 
tory of medicine and director of the Institute of 
the History of Medicine of the University of 
Leipzig, delivered four lectures under the auspi- 
ces of the University of Chicago and Rush Med- 
ical College, Institute of Medicine of Chicago, 
Society of Medical History of Chicago, and 
Northwestern University. The first lecture, held 
December 7 at the University of Chicago, was 
on “Medical Literature of the Early Middle 
Ages”; the second, December 8, at Rush Med- 
ical College, “Medicine of the Renaissance: Fra- 
castor, Paracelsus, Vesalius, Ambroise Paré.” 
The latter will be the John Dodson lecture. The 
third, December 8, on “Problems and Methods 
of Historical Pathology,” before the Institute of 
Medicine at the City Club. The last lecture, De- 
cember 9, at Northwestern University, was on 
“The Sanctuary of Asklepios in Epidauros.” 

—At a meeting, December 1, the Chicago city 
council by an overwhelming majority approved 
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an ordinance which permits the mayor to name 
a supervisor of the pound and release unclaimed 
dogs to medical schools and research laboratories 
approved by the city health commissioner and 
the chief of police for experimental work in med- 
icine. This ordinance was a substitute for one 
submitted by anti-vivisectionists, which would 
prevent the medical schools and research institu- 
tions of Chicago from obtaining animals from 
the pound for experimental purposes. At a hear- 
ing of the judiciary committee of the city coun- 
cil, November 3, the speakers in opposition to 
the latter ordinance included Robert Maynard 
Hutchins, president, University of Chicago; 
Drs. Anton J. Carlson, professor of physiology, 
University of Chicago; Andrew C. Ivy, Nathan 
Smith Davis, professor of physiology and profes- 
sor of pharmacology, Northwestern University 
Medical School; David J. Davis, dean, Univer- 
sity of Illinois College of Medicine; Louis D. 
Moorhead, dean, Loyola University School of 
Medicine, and Herman L. Kretschmer, presi- 
dent elect, Chicago Medical Society. 

—Memorial services were held December 11 in 
the new College of Medicine Building of the 
University of Illinois, Polk and Lincoln streets, 
Chicago, for Dr. Daniel A. K. Steele, first dean 
of the college. He died last summer in Sara- 
sota, Fla., at the age of 79. 

The story of Dr. Steele’s life was told by Dr. 
Edward Louis Heintz, who spoke as a represen- 
tative of the college’s alumni. He pointed out 
that Dr. Steele was not only the first dean of 
the college but was one of the founders in 1881 
and a president of the College of Physicians and 
Surgeons of Chicago, out of which the univer- 
sity medical college grew. 

Dr. Steele also took part in the acquisition of 
the Illinois School of Dentistry, which became 
the university dental school, and in 1914, as dean 
of the college of medicine, he negotiated the 
purchase of the old Cubs’ baseball park, now the 
campus of the university professional schools. 





Deaths 


HENRY CUMMINGS AppDERLY, Chester, IIl.; Washing- 
ton University, Medical Department, 1875; mayor of 
Chester ten years, physician at the prison several years; 
and secretary of the pension board; aged 77; died, De- 
cember 8, of arteriosclerosis. 
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FrepericK M, Doyte, Chicago; Jenner Medical Col- 
lege, 1903; a member of Illinois State Medical Society; 
aged 56; died, December 8, of embolism of coronary 
artery. 

NATHAN T. Fox, Chicago; a member of Illinois State 
Medical Society; aged 52; died, November 20, at 
Michael Reese hospital, of chronic nephritis. 

WILLIAM R, Grant, Easton, Ill.; Northwestern Uni- 
versity Medical School, Chicago, 1906; member of the 
Illinois State Medical Society; secretary of the Mason 
County Medical Society for 17 years; served in the 
World War; aged 51; died, Nov. 22, 1931, of heart 
disease. 

CarL HATTERMANN, Chicago; Rush Medical College, 
Chicago, 1886; member of the Illinois State Medical 
Society ; aged 73; died, November 28, of lymphatic leu- 
kemia and gastric hemorrhage. 

Epwin Aucustus Kratz, Champaign, III.; Univer- 
sity of Pennsylvania School of Medicine, Philadelphia, 
1869; Civil War veteran; aged 87, died, November 6, 
of cerebral hemorrhage. 

Joun C. McCanotess, Chicago; Chicago Physio- 
Medical College, 1893; member of the Illinois State 
Medical Society ; aged 66; died, November 30, of carci- 
noma of the bladder. 

Ira H. Rea, Harbert, Mich.; Harvey Medical Col- 
lege, Chicago, 1898; aged, 74; formerly house physi- 
cian at.the Palmer House and Windsor-Clifton hotel, 
Chicago; died, November 28, of pneumonia. 

Emit Henry RascHKE, La Grange, IIl.; Hahnemann 
Medical College, 1906; a member of Illinois State Med- 
ical Society; aged 68; died, November 21, of chronic 
valvular heart disease. 

WittraM Roserts, Chenoa, IIl.; College of Physi- 
cians and Surgeons of Chicago, 1886; aged 87; died, 
November 9, in San Antonio, Texas, of mitral stenosis. 

Ernest S. A. SACHTLEBEN, Chicago; Chicago Ho- 
meopathic Medical College, 1889; aged 79; died, Dec. 
11, 1931, in the German Deaconess Hospital, of chronic 
myocarditis and chronic nephritis. 

GILBERT JAMES WHITE, Evanston, Ill.; Bennett Col- 
lege of Eclectic Medicine and Surgery, Chicago, 1886; 
aged 74; died November 12, in Picton, Ont., Canada, 
of myocarditis. 

Hatt Wuirteaker, Anna, Ill.; Barnes Medical Col- 
lege, St. Louis, 1893; a Fellow, A. M. A.; served dur- 
ing the World War; formerly member of the state leg- 
islature; aged 62; since 1925 on the staff of the Anna 
State Hospital, where he died, November 24, of acute 
myocarditis and carcinoma of the prostate. 

JouN Tuomas Witson, Chicago; Meharry Medical 
College, Nashville, Tenn., 1895; aged 67; died, Novem- 
ber 19, in the Dailey Hospital, of myocarditis and coro- 
nary sclerosis. 

Wiis Perry Wooparp, Oak Park, Ill.; College of 
Physicians and Surgeons, Chicago, 1894; aged 72; died, 
November 22, of bronchopneumonia, cerebral hemor- 
rhage and arteriosclerosis. 








